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The Use and Role of Narrative Practices to Mitigate Compassion Fatigue among Expatriate 
Health Workers during the Ebola Outbreak of 2013-2016. 
Tim Cunningham 
This dissertation is made up of three distinct parts: 1) A comprehensive, structured literature 
review 2) a mixed-methods descriptive study and 3) an inductive thematic qualitative analysis.  
The objective of this dissertation is to explore the concepts of compassion fatigue, compassion 
satisfaction and burnout as they relate to the practices of narrative medicine among expatriate 
humanitarian aid workers.  Data collected for this research focuses on expatriate healthcare 
workers who provided direct patient care during the 2013-2016 Ebola response in Sierra Leone, 
Liberia and Guinea.  Findings from these studies support the growing body of evidence and 
discussion regarding psychosocial support of healthcare workers in humanitarian contexts.  To 
the extent that global health is public health (Fried, 2010), results from this dissertation will 
contribute guidance in the understanding and management of aid workers in contexts beyond the 
Ebola response. 
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CHAPTER 1: Introduction 
During the past decade the field of humanitarian aid has witnessed dramatic changes regarding 
practice, ideology and the sheer volume of non-governmental organizations (NGOs) that deploy 
health care providers into complex emergencies (Barnett & Walker, 2015).  Healthcare providers 
who witness suffering, trauma and death on a regular basis are at risk for symptoms of post-
traumatic stress disorder (PTSD) such as burnout, avoidance, social withdrawal, hopelessness 
and emotional numbness (Mayo, 2015).  Major depressive disorder and suicide can follow these 
symptoms, becoming the most extreme ramifications of PTSD (Beristianos et al., 2016).  
Healthcare providers, as do humanitarian workers, have the potential of experiencing suffering 
while trying to ameliorate the suffering of others.   
In addition to witnessing extreme suffering, referred to secondary traumatic stress (STS) 
or vicarious traumatization, humanitarian aid workers face significant risk to their own personal 
well-being including a lack of support and understanding from family and friends back home 
(Pearlman, 1995; Loquercio, 2010).  Worse still, in 2013, 474 humanitarian aid workers were 
killed in a total of 264 violent incidents against aid organizations.  Although the number of 
incidents and workers killed decreased in 2014, these reports reinforce the reality of the intensity 
and challenges faced by aid workers (AWSD, 2016).  
The rise of infectious disease coupled with increased human mobility, which encourages 
contagion, as evidenced by recent outbreaks of the Zika virus, measles and influenza, increases 
health risks for populations as well as health workers employed to manage such crises.  The 
Ebola virus disease (EVD) epidemic of 2013-2016 is an acute example of the rapid spread of a 
pathogen, organizational failures to manage it and most significantly for this thesis, the profound 
risks to healthcare providers.  With at least 28,602 confirmed cases, 11,301 confirmed deaths 
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(USAID, 2016) and 898 confirmed cases among healthcare workers--518 of whom died of Ebola 
(Statista, 2015) --EVD spread a swath of international fear, making healthcare workers one of the 
most at risk groups (Evans et al., 2015).   
It follows that healthcare workers having worked directly with EVD patients would be at 
risk for symptoms of secondary traumatic stress (STS) and/or PTSD based on the risk into which 
they placed themselves (Sawe et al., 2016). In order to build support for a healthy and 
sustainable cadre of humanitarian workers, this dissertation will focus on the emotional health of 
expatriate healthcare workers who provided front-line/direct patient care for EVD patients.  It 
will quantitatively examine STS through the lenses of compassion fatigue (CF), compassion 
satisfaction (CS) and burnout while using qualitative data to validate these concepts in the 
specific context of the Ebola response.  Following the assessment of STS, CS and burnout 
among expatriate providers, this dissertation will evaluate healthcare providers’ use of narrative 
methodologies as a potential therapeutic tool.   
If “illness prompts secrets, conflicts and contradiction along with brave sincerity and 
distilled identity” as Charon (2006) suggests, and if healthcare providers can achieve a better 
understanding of their altruistic identity through witnessing illness and participating in narrative 
practices (McCormack, 2010), then the field of narrative medicine (NM) merits close 
investigation for its utility in practical settings.  Narrative theory relies on the power of plot, or 
the wholeness by which a story is told, so that the audience or writer is able to make meaning in 
an often more abstract and profound manner than if events were laid out in a chronological order 
(Culler, 2011).  Hauser (2007) goes further to say that a person’s ability to develop plot in a 
narrative reflects his capacity to manage adversity.  Adversity with regards to stressful 
challenges in one’s profession or in witnessing traumatic events can whittle away at one’s 
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psychological and emotional health (Epel et al., 2009; Hensel et al., 2015).   If narrative practices 
can enhance mental and physical health by providing health care providers with tools to examine 
and make meaning of challenging lived-experience, as Pennebaker (2000) suggests, then they 
ought to be employed more readily in a myriad of contexts.  One context in which there is a 
dearth of literature regarding the benefits or risks of narrative practices is in the literature 
regarding expatriate and national staff humanitarian aid workers. 
It is the obligation of public health leaders to develop not only systems capable of 
responding to crises with the most ethical and efficient means possible but also support programs 
for workers employed or volunteering who provide essential front-line services to the sick and 
suffering (Cardozo et al., 2012).  In alignment with the notion of Jung’s archetype, “The 
Wounded Healer,” Figley asserts, “Those who work with the suffering suffer themselves because 
of the work” (2002, p. 5).   
In recognition of the need to contribute to the body of literature that recognizes the 
profound suffering that public health and humanitarian workers witness, and sometimes 
experience themselves, coupled with deference to the potential therapeutic effects of narrative 
methods, this dissertation addresses three specific aims. These aims explore the concepts of STS 
in conjunction with NM practices and how they affect humanitarian aid workers. Two studies 
follow that investigate expatriate healthcare provider stress in the use of narrative methods as a 
potential tool to mitigate STS.  This work will contribute to the much broader field of 
psychosocial humanitarian interventions which incorporate compassionate care, resilience and 






Specific Aims  
1) Examine existing literature on Compassion Fatigue and Narrative Medicine in humanitarian 
settings. 
2) In the context of the Ebola response, assess levels of compassion fatigue among expatriate 
healthcare providers using the Professional Quality of Life (ProQOL) 5 Scale. 
3) Employ an in-depth analysis on the utility and perceptions of narrative methods used by front-
line healthcare workers as therapeutic means to manage stress from working in the Ebola 
response.   
 
The Chapters in this Dissertation 
Chapters that follow address the specific aims of this doctoral work.  Chapter two presents two 
structured literature reviews on the topics of STS and NM.  These reviews provide a platform on 
which to consider how NM practices may, in fact, be useful tools to help mitigate STS. 
Chapters three and four consist of two papers describing original research on the topics of 
STS and NM in the context of expatriate EVD front-line workers.  Chapter three is a mixed 
methods study assessing the presence of STS, CS and burnout using the ProQOL 5 Scale.  
ProQOL 5 has been validated extensively in some emergency response and development 
contexts (Stamm, 2010).  Because the ProQOL 5 has never been validated in use with expatriate 
EVD healthcare workers, however, the qualitative aspects of this study will be used to critique 
the findings of the ProQOL 5 results.  
Chapter four is an inductive thematic analysis that examines the use of NM 
methodologies and narrative creation as EVD healthcare workers describe various elements of 
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their creative processes.  It suggests a framework by which NM may help buffer stressors that 
could decrease decrease a healthcare provider’s risk for CF.     
Chapter five concludes this research by examining the relationships presented in prior 









































CHAPTER 2:  A structured literature review examining compassion fatigue and narrative 
medicine in the context of humanitarian response 
Abstract 
Objective:  This comprehensive literature review examines the concepts of compassion fatigue, 
compassion satisfaction and burnout.  Essential in the execution of effective public health 
responses, expatriate aid workers face unique emotional and physical challenges which can lead 
to symptoms of compassion fatigue and other negative psychological states.  This review also 
examines literature regarding the use of narrative medicine as there are under-explored aspects of 
narrative medicine that may serve as potential mitigators of compassion fatigue. 
Methods:  Using PRISMA methodologies, three databases--PubMed, PLOS Medicine and 
PsycNET--were explored using a total of 16 search terms regarding compassion fatigue and 
narrative medicine in the context of humanitarian response or emergency medical care. 
Results: A total of 58 articles met search criteria and were thoroughly examined. 40 articles 
addressed compassion fatigue while 18 focused on narrative medicine.  No articles mentioned 
associations between these two concepts.  Limited systematic reviews were found for each 
theme; here were was preponderance of small descriptive studies found relating to compassion 
fatigue.  Narrative medicine searches yielded just five descriptive studies and only one 
systematic review.   
Conclusion:  Literature regarding compassion fatigue among healthcare workers stresses the 
need for methods by which to reduce the risk of burnout and other associated symptoms.  These 
symptoms, products of vicarious trauma, may be affected by aspects of narrative medicine 
practices.  The dearth of data regarding narrative medicine as a tool to reduce provider stress in 
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Humanitarian aid workers face uncertain circumstances, extraordinary suffering and the risk of 
kidnapping and death (Cardozo et al., 2010).  The bombing of a Médecins Sans Frontières (MSF) 
hospital  on 3 October, 2015, in Kunduz, Afghanistan when Coalition forces mistakenly targeted 
its location gravely illustrates the risk many aid workers undergo when volunteering for service 
(Rollins, 2015).  With risk comes fear; fear generates stress; and then stress optimizes potential 
for negative sequelae that may enhance deterioration of physical and mental health (Epel et al., 
2009; Hensel et al., 2015).  In 2010, there were an estimated 250,000 humanitarian aid workers 
employed globally (Harvey et al., 2010); in 2014, an estimated US $24.5 billion dollars were 
spent on humanitarian support (Swithern, 2015).   With an increasing number of non-
governmental organizations (NGOs) coupled with organizations’ access to complex emergency 
settings around the world, it follows that more and more humanitarian workers will place 
themselves in the way of harm and immense stress.  There are limited guidelines and standards 
to which expatriate healthcare workers, who often volunteer their time and come from a myriad 
of professional backgrounds, are required to meet (Jahre & Jenson, 2010). This fact, in 
combination with the emergent nature of humanitarian response and rapid deployment, can 
increase emotional stress and risk for expatriate aid workers.  
The concepts of compassion fatigue (CF) or secondary traumatic stress (STS), 
compassion satisfaction (CS) and burnout are not uncommon in the health sciences literature.  
STS, originally termed as the “loss of the ability to nurture” by Joinson (1992), has been 
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examined extensively among social workers, psychologists, emergency medical technicians, 
physicians and most predominantly, among nurses (Hamilton et al., 2016).  Figley (1995) 
followed Joinson’s work in bringing the concepts and the presumed detrimental effects of STS, 
such as social withdrawal, depression and alexithymia towards a more central and elevated 
focus.  
In order to contextualize the concepts of CF (which is more frequently referred to as STS 
in the literature), CS and burnout for this dissertation, I will provide working definitions of each.  
Figley (2002) proposes that STS reflects a condition in which a care provider experiences stress 
from having cared for and having witnessed the stress of a patient or colleague that endured a 
traumatic experience.  CS reflects pleasant sensations of positivity that can also arise from 
working with a patient who has first-hand experience of traumatizing event (Figley 2002).  
Burnout centers on emotional exhaustion (in the context of this work) as it similarly aligns with 
the early work on burnout by Maslach & Jackson (1984).  In effect burnout and CS correspond 
directly and inversely (respectively) with STS.  Therefore, STS will remain the focus of this 
review with the understanding that its mention and discussion can be extrapolated in relationship 
to CS and burnout. 
As Figley has posited the relevance of STS and related symptoms in the literature, so too 
Charon (2001a) has done with regards to the practice of narrative medicine (NM).  NM 
recognizes Eisenburg’s astute commentary that “all medicine is inescapably social” (1999) while 
espousing that the crux of compassionate medical care may rest in self-reflection, attuned 
listening skills and a deep engagement with patients or populations of patients.  NM practices 
take an arts-based approach in order to help healthcare providers hone their communication skills 
in order to improve their attention to patient care.  A limited body of evidence suggests that these 
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practices may encourage more compassionate care by providers while also girding resilience 
(Krasner et al., 2009; Moore et al, 2013).   
What is unique about NM practices is that much of its training approaches traumatic and 
emotionally challenging situations with a strengths-based focus rather than a more traditional 
deficits-based approach.  In essence, NM practices engage a provider who may be at risks for 
STS, to process the memories of traumatic events through writing or other creative arts. This 
process has the potential to encourage post-traumatic growth.  Post-traumatic growth reflects an 
aspect of resilience that shows positive outcomes following a traumatic experience or witness of 
a traumatic experience.  Such outcomes include new perspectives on life and reported senses of 
empowerment (Kleim & Ehlers, 2009).  Post-traumatic growth emphasizes strengths whereas 
STS focuses on weakness.  There is a pertinent call for strengths-based assessment and 
intervention, particularly with regards to humanitarian aid and development work (Wessells, 
2016).  NM posits strength-based creative practices that have the potential to encourage post-
traumatic growth. 
There is ever-increasing recognition that there should be focused support for staff who 
provide services in some of the most stressful zones in the world (Tol et al., 2014).  This review 
supports this recognition by assessing published papers that define, measure and shape the 
concept of STS; it also examines literature regarding NM and its practice in relationship to 
humanitarian aid.  Findings from this review will suggest how these concepts may display 







This review utilized the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guidelines (Moher et al., 2009).  The PRISMA model was designed for systematic 
reviews, but its utility is applicable for other methods of review like this structured review.  
Given the small volume of identified publications for NM in humanitarian settings, compounded 
by the limited rigor and poor quality of studies found for NM and STS, the author determined 
that this review would better serve this research if it was structured rather than systematic.  
Searches of PubMed, PLOS Medicine, and PsycNET utilizing eight search terms around STS 
and eight search terms around NM yielded a total of 58 publications.  
Inclusion criteria with regards to search terms are described in Tables 2.1 and 2.2. 
Publications with abstracts in English from the years 2000-2016 were included.  A separate 
database provided by Stamm (2010a) consisted of 667 citations referring to the common measure 
of STS, CS and burnout.  Of those, 19 publications met search criteria and were included in this 
review.   
Because there were so few studies measuring STS, CS and burnout among humanitarian 
aid workers, the author included studies that measured these concepts among emergency 
workers, emergency nurses and physicians, critical care nurses and physicians, and finally, 
practitioners who work directly with dying patients.   The rationale behind this decision was 
based on the nature of this type of care and how it can be similar to care provided in 
humanitarian settings. By including these kinds of studies, the author was able to provide a more 
thorough assessment of the measurement of STS, CS and burnout.  Table 2.3 lists papers that 
met search criteria by type of publication.  Titles marked with (*) are publications that assessed 
non-humanitarian aid work, but that remained pertinent to the discussion that follows.  
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The literature regarding NM and humanitarian aid workers was far more limited than the 
literature regarding STS.  Table 2.2 describes eight publications as Additional records identified 
through other sources. These sources were found in the references of the papers of Ager & 
Iacovou, 2014 and Bjerneld et al., 2006.  These two papers were of the highest quality with 
regards to the search terms and therefore more emphasis was placed on them in seeking 
additional supportive material.   
 
Results 
With limited systematic reviews (n=3) and structured reviews (n=5), the data available through 
this review is of generally lower quality.  This is reinforced by the fact that 20 of the publications 
were commentaries and provided no study data at all.   Of the papers reflecting NM, there was 
just one substantial study with a sample size (N) of 129 participants.  The rigor of the papers, 
particularly the ones discussed in more detail in the following sections, is nonetheless adequate 
to inform the focus of this dissertation.  Conclusions must be considered tentative, however, 
given that there were only a few papers of higher research quality and the majority of these were 
related to STS, CS and burnout as compared to NM.  Tables 2.3 and 2.4 list publications in 
sections with the earlier sections summarizing papers of higher quality.  Within each section, the 
papers are listed alphabetically.   
 
Results:  Compassion Fatigue, Compassion Satisfaction and Burnout  
40 publications covered CF and related concepts; 18 explored NM. The search terms and search 
criteria (Table 2.1, Table 2.2) did not identify publications that explicitly linked the concepts of 
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CF and NM as anticipated; yet, the discussion that follows will highlight potential for congruity 
between the two. 
 
Systematic Reviews  
A review exploring the prevalence of burnout among emergency nurses suggested that 26% of 
these nurses experienced burnout.  This review focused on 17 studies and implied that this rate of 
burnout is high for this profession (Adriaenssens et al., 2015).  Compared however to meta-
analyses by Stamm (2010b), roughly 25% of a given population scores higher on a burnout scale 
than the rest of the population.  It is challenging to interpret exactly what 26% of nurses with 
high burnout scores means across a population if in fact a more general population scores just 
one percentage point lower.  Most parsimoniously, there seems to be no apparent variation from 
the norm. 
   Although not a systematic review, a study by Kim et al., 2012 suggested that emergency 
nurses (in Korea) may have a higher rate of burnout as compared to national norms at 28%.  In 
this study that utilized the Professional Quality of Life Scale (ProQOL), burnout is an indicator 
of decreased quality of life and is consistent with the scores of emergency nurses taken from a 
sample of 15 hospitals in three large Korean cities.  Many of the studies in this review used the 
ProQOL as a method by which to compare STS, CS and burnout scores to established national 
quartiles.  [There is a more thorough description of the ProQOL scale in chapter three.] 
Van Mol et al. (2015) provided a systematic review of  studies on STS, CS and burnout 
among critical care healthcare workers that found an array of results, none able to suggest a firm 
or common rate of burnout among healthcare providers.  This review reveals the complexity and 
challenge of measuring such topics.  Despite a number of validation studies of the ProQOL scale 
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which follow and with a plethora of commentary regarding how to mitigate STS, there remains 
wild variation among studies that attempt to reflect the prevalence of these factors.   
 
Potential Factors Influencing Secondary Traumatic Stress   
Stamm (2010a) presents a comprehensive bibliography of validation studies investigating the 
prevalence of STS, CS and burnout in accordance to the use of the ProQOL scale.  This 
bibliography was closely reviewed and publications that fit this review’s search terms were 
selected.  Very few studies of STS surfaced with regards to humanitarian workers, however. 
There are many that focus on healthcare workers who treat trauma patients and patients arguably 
similar to those that healthcare workers may serve when working in a humanitarian setting.  
Although with a relatively small sample, Berg et al. (2016), conducted a qualitative study 
that not only assessed the presence of STS among trauma nurses, but that also provided the 
research subjects with a platform to describe potential triggers and coping strategies.  It 
reinforces a common theme that positive work environment and the encouragement of “self-
care” or “self-soothing” activities can serve to assuage STS.   The quantitative aspects of this 
study scored the healthcare providers similar to the national means as provided by Stamm and 
the ProQOL publications.  The nuance and significance of Berg’s findings, therefore, may rest 
more appropriately in the qualitative findings rather than the quantitative findings.   
A cross-sectional survey by Berger et al. (2015) reinforced many the findings of Berg’s 
assessment regarding coping mechanisms against STS while contributing that years of 
experience and direct contact with acutely ill patients have associations with STS.  It suggested 
an inverse relationship to years of experience with STS.  Concurrently, it associated a direct 
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relationship between exposure to acutely ill patients and levels of STS.  Other studies have 
indicated similar relationships (Smart el al., 2014; Melvin, 2012; Flannelly, 2005). 
Changes in leadership and management systems can also affect the way a healthcare 
provider perceives STS (Sacco et al., 2015).  Sacco adds that educational experience expands the 
list of potential factors influencing STS.  Clucky (2010) observed healthcare workers who 
responded to Hurricanes Katrina and Rita (both large storms that affected the U.S., which 
displaced hundreds of people) and found similar results, particularly with regards to 
organizational leadership and leadership change.   Much of the literature regarding STS supports 
the assertion by Hunsaker (2014) that in healthcare settings where there is the potential for the 
frequent care of critically ill patients (such as in an emergency department or intensive care unit 
setting), “[a] low level of manager support was a significant predictor of higher levels of 
burnout” (p.186).   
Not all articles supported these factors; a few suggested the absence of STS among 
healthcare providers in a setting where other research might predict it would be prevalent. A 
small study among Israeli trauma medical workers found virtually no STS among its study 
population (Cohen, 2006).  A slightly larger study among medical residents in a U.S. hospital 
setting also assumed it would find higher levels of STS among emergency medicine residents as 
compared to other medical-surgical residents.  It found no significant difference despite the fact 
that emergency medical care is often more acutely stressful than medical-surgical care (Bellolio 
et al., 2014).  Setting and culture could be possible factors that might affect the prevalence of 
STS.  It is also likely that the ProQOL 5 Scale is not an effective and valid in certain cultural 
settings.   
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These studies are a select few that have examined the myriad of assumptions made about 
indicators of STS among various professions such as medicine, nursing, child-protection and 
emergency response (Conrad & Kellar-Guenther, 2006; Adams et al, 2006; LaFauci et al., 2011; 
Meadors et al., 2010).   
 
Mitigating Secondary Traumatic Stress  
Although most publications did not mention formal methods by which to decrease STS, a few of 
them speculated on mitigating factors.  A few also illustrated themes that appeared to be 
common among many of the other papers.  It was suggested that a positive work environment (a 
setting where there is collegial trust and respect) and supportive communication in stressful 
situations could decrease STS among healthcare workers.  In the context of an acute emergency 
response, a study by Boscarino et al. (2004) succinctly illustrates the perceptions that a positive 
work environment, even in the most extreme of settings, like the attacks on the U.S. on 
September 11, 2001, can reduce STS.  The authors claim that there is an inverse association 
between working in a positive work environment and STS.  Ariapooran (2014) asserts that even 
the perception of a good working environment, whether that is agreed upon by other staff 
members or not, in a hospital setting, can decrease STS among individuals.   
Volunteerism and a sense of community support arose as two potential factors that 
decreased the perceptions of STS in a large survey conducted by Cicognani et al. (2009).  
Community support describes a sense of having friends, families and colleagues available to 
provide emotional or physical assistance to a community member when s/he is in need.  
Healthcare workers who did not work full-time in an emergency response or in a chronically 
stressful setting had lower levels of burnout as did those who worked in a full-time setting.   Yet 
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those who worked in a full-time stressful setting and expressed that they had a sense of a 
supportive community also reported lower levels of STS.   Community support, whether it is 
professional or personal can influence STS and CS.  One study concludes that the CS derived 
from community support can, in fact, be a mitigating factor against STS (Samios et al., 2013).  In 
addition to these aforementioned elements the concept of a positive and supportive work/life 
balance can reduce the intensity of burnout (Ray et al, 2013; Killian, 2008).   
 
Addressing the complexity of Secondary Traumatic Stress and Burnout 
Having established the complexities of STS and understanding some of the indirect and direct 
effects it can have on an individual, it is the responsibility of organizations that manage 
healthcare workers to consider methods of decreasing STS (Showalter, 2010).  There is clearly 
not one “fix” for these issues because of the breadth of healthcare workers who risk experiencing 
STS.   Cultural subtleties and the acuity of any given situation in which people are suffering are 
two variables that could affect levels of STS.   Some literature provides suggested interventions 
with ways to reduce STS; however, within the search criteria for this review, there were no 
publications that measured the effectiveness of any of these interventions.  Three selected 
publications by Duffy et al. (2015); Wagaman et al. (2015); and Weildlich & Ugarriza (2015) 
center their proposed interventions around improving inter- and intra-personal communication, 
developing better leadership training and encouraging healthcare workers to develop their voice 
in expressing and obtaining their personal needs in order to decrease STS.  
The awareness in contemporary scholarship about STS is key in moving towards 
developing programs to assist healthcare workers so that they may decrease STS.  A full list of 




Results: Narrative Medicine and Use as a Therapeutic Tool 
There is a paucity of data reflecting the effectiveness of NM methods and interventions based on 
the outcomes that these practices promote.  What is more, there is virtually no published 
evidence regarding the use of narrative methods by expatriate healthcare workers in 
humanitarian settings.  Academic institutions and organizations providing services for aid 
workers, such as Mindfulness Based Stress Reduction (MBSR) training, are employing concepts 
of NM practice.  A few studies suggest that therapeutic benefit follows these practices.  
 
Individual Benefits of Narrative Medicine 
Even more challenging to measure than factors associated with STS are the effects of NM.  
Currently, these effects are principally described as empathy building and compassion enhancing 
(Charon, 2001b; Rosenthal et al., 2011).  Shapiro (2011) writes that medical students are likely 
to develop empathetic skills by taking a humanities elective while enrolled in medical training.  
Again, this paper clarifies no causal pathways that can be measured; it and other literature do 
interestingly reflect a higher level of perceived engagement by students in these courses.  
Pennebaker (2000) describes a small study in which his students not only became more engaged 
with their class work, but those who practiced narrative writing about “emotional” topics such as 
traumatic experiences and disease, had, over the course of a year, fewer health problems as 
evidenced by students who practiced narrative methods taking fewer trips to the student health 
clinic as compared to students who did not practice NM.   This study has far too many 
confounding factors to directly associate improved health outcomes with narrative practice.  
Despite its lack of rigor, Pennabaker’s work reflects a common theme in NM scholarship.   
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The act of paying closer attention to others is an attribute associated with NM practice.  
Krasner et al. (2009) made an association between the act of paying closer attention and 
decreases in burnout.  Their study tested a combination of narrative practice with MBSR 
techniques. Despite interesting results, it is not possible to differentiate which practice carried 
more weight in affecting participants or if both (NM and MBSR) affected participants similarly.  
In efforts to decrease burnout among medical students, Jennings (2009) employed narrative 
practices and appreciative inquiry not only to help students pay closer attention but also to teach 
enhanced communication skills and improve upon interpersonal attachment.  Similar attachment 
has been noted in small qualitative studies that coached healthcare providers in NM practices as 
they worked, in small groups, to make sense or “meaning” of challenging patient-care 
experiences (Macpherson, 2008 Wessel & Garon, 2005).  
People who participate in NM practice, and more specifically by practicing reflective 
writing, have been reported to feel more connected with colleagues and peers. Offri (2015) 
reinforces this idea suggesting that despite a lack of evidence, something should be done to 
improve medical training with the hopes of increasing resilience and compassion among 
providers.  
NM practices hinge on reflective writing and close reading (Charon, 2006). There are 
some voices that highlight the potential risk of organized reflective writing while questioning the 
utility of NM practices.  Meads and Nouwen (2005) completed a systematic review pertaining to 
the use of emotional disclosure and many elements of narrative writing were included in the 
studies.  Their findings failed to show any measureable health improvement following the 
practice of emotional disclosure after reviewing 61 randomized controlled trials.  Ellis & 
Crombie (2012) with Baikie (2008) strongly question the benefits of NM practices in the context 
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of sharing personal experience through writing in structured ways.  It is evident that more 
research should engage these ethical concerns because of the growing use of NM practices and 
training of NM in U.S. higher education.   
 
Narrative Practices in Humanitarian Settings 
Three articles met search criteria that pertain to the use of narrative among humanitarian 
workers.  None of the articles explicitly mention the personal benefits, that is any sort of 
therapeutic response achieved by the humanitarian worker who is writing the narrative that arose 
from narrative work.  These papers, however illuminate a deeper understanding of motivations 
behind the impulses to do humanitarian work.  Schwartz et al. (2010) and Bjerneld et al (2006) 
describe this understanding while exploring individual and collective nuance that describes why 
humanitarian workers return to this work despite known risk and often insurmountable 
challenge.  Ager and Iacovou (2013) used a constant comparative method to scrutinize 
organizational support through the voices of humanitarian aid workers.  Subtle tones that aligned 
the humanitarian worker with his/her organization raise to question the use of narrative as a 
benefit to a greater organization.  Their work highlighted the complex relationships between an 
individual and organizations that imbue deep pride in a system of organizational beliefs.  
 
Discussion: Relevance of Narrative Medicine and its approach to Compassion Fatigue 
“If doctors seem divided from their patients and from themselves, they also seem divided from  
their students, from one another, from other health professionals, and from the society they are 
meant to serve” (Charon, 2006, p. 7).  The author implies that medical training in the U.S. has 
traditionally not encouraged physicians to have close connections with patients and, all too often, 
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other colleagues.  She would argue that this disconnect can be both detrimental to patients and 
the provider.   
 Evidence from studies on STS suggest similar phenomena that healthcare workers who 
have not established close connections with their colleagues or the people they serve may be at 
higher risk for STS.  Both fields merit study, especially the field of NM with regards to its 
measureable benefits.  It seems, however that the overarching claims of NM practices, in that 
they can help providers hone their skills in paying attention so that the providers may bridge 
closer connections with others could enhance the perception of “community.” Although there is 
limited evidence to support it, the concept of affiliation is considered a tenant of NM practice 
(Charon, 2007).  It includes the collective strengthening of patient/provider, provider/colleague, 
colleague/community relationships.  In essence, the practice of NM is espoused to enrichen 
relationships on all of these levels. If this is true, then there may be beneficial effects drawn from 
NM practices in the context of buffering an individual against STS.  To date, there are no 
published studies showing this potential association. 
 
Conclusion 
Humanitarian aid workers frequently experience considerable and often extraordinary stress.  
Healthcare workers, in humanitarian and other settings, who work with the sick and dying are at 
elevated risk of developing STS. Literature regarding STS has traditionally had a deficits-based 
focus as opposed to assessing assets and strengths of professionals who experience or help others 
facing profound stress and trauma.  NM takes a strengths-based approach as it posits ways in 
which healthcare providers can not only creatively process stress, but also establish potential 
post-traumatic growth.  There is virtually no published literature describing how and if this is 
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true, therefore these findings merit a call for studies evaluating the beneficial effects of NM 
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Structured Literature Review: Compassion Fatigue (Secondary Traumatic Stress)/Compassion 
Satisfaction/Burnout among Humanitarian Workers 
 
Articles are classified in sections below beginning with the most rigorous evidence and methods and 
concluding with the least rigorous.   
 
Titles preceded with (*) reflect publications included by author that are not specifically about humanitarian 
aid workers, but that are pertinent to the measurement of STS, CS and burnout.  
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Nurses: A Systematic Review Of 25 Years Of Research.  International Journal Of Nursing Studies, 52(2), 649-661. 
*van Mol, M. M., Kompanje, E. J., Benoit, D. D., Bakker, J., & Nijkamp, M. D. (2015). The Prevalence of 
Compassion Fatigue and Burnout among Healthcare Professionals in Intensive Care Units: A Systematic Review. 
PloS one, 10(8), e0136955. 
 
Structured Reviews 
*Melvin, C. S. (2012). Professional compassion fatigue: what is the true cost of nurses caring for the dying. 
International Journal of Palliative Nursing, 18(12), 606-611. 
Owen, R. P., & Wanzer, L. (2014). Compassion fatigue in military healthcare teams. Archives of psychiatric 
nursing, 28(1), 2-9. 
Ray, S. L., Wong, C., White, D., & Heaslip, K. (2013). Compassion satisfaction, compassion fatigue, work life 
conditions, and burnout among frontline mental health care professionals. Traumatology, 19(4), 255. 
*Samios, C., Abel, L. M., & Rodzik, A. K. (2013). The protective role of compassion satisfaction for therapists who 
work with sexual violence survivors: an application of the broaden-and-build theory of positive emotions. Anxiety, 
Stress & Coping, 26(6), 610-623. 
*Wagaman, M. A., Geiger, J. M., Shockley, C., & Segal, E. A. (2015). The role of empathy in burnout, compassion 
satisfaction, and secondary traumatic stress among social workers. Social work, 60(3), 201-209. 
 
Meta-analysis 
Hensel, J. M., Ruiz, C., Finney, C., & Dewa, C. S. (2015). Meta-Analysis of Risk Factors for Secondary Traumatic 
Stress in Therapeutic Work With Trauma Victims. Journal of traumatic stress, 28(2), 83-91. 
 
Descriptive Studies Population, Sample, 
Method 
*Adams, R. E., Boscarino, J. A., & Figley, C. R. (2006). Compassion fatigue and 
psychological distress among social workers: a validation study. American Journal of 
Orthopsychiatry, 76(1), 103. 
Social Workers 
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Survey 
Adams, R. E., Figley, C. R., & Boscarino, J. A. (2008). The compassion fatigue scale: 
Its use with social workers following urban disaster. Research on social work practice, 
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Nurses 
N = 173 
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*Bellolio, M. F., Cabrera, D., Sadosty, A. T., Hess, E. P., Campbell, R. L., Lohse, C. M., 
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Mixed Methods 
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CHAPTER 3: Camaraderie and community:  buffers against compassion fatigue among 
expatriate healthcare workers during the Ebola epidemic of 2013-2016. 
 
Abstract 
Objective: This study aimed to assess the prevalence of compassion fatigue, compassion 
satisfaction and burnout among expatriate Ebola aid workers approximately one-year after they 
returned from deployment. It also investigated methods by which care providers managed stress 
in the field and when they returned to their home.  
Methods: A convenience sample of medical care providers who were solicited by non-
governmental organizations that deployed practitioners to work in the Ebola response were 
invited to complete the Professional Quality of Life Scale (ProQOL 5) Scale.  Of these 
respondents completing the online scale, one third further consented to participate in a key-
informant interview to validate the findings and explore aspects of stress management.  
Responses were calculated for the whole sample and then disaggregated into groups based on 
professional role and years of professional experience.  MANOVA and independent samples t-
tests were administered to assess differences between group means. An inductive thematic 
analysis, which included open and axial coding was administered with interview data.   
Results:  58 participants who completed the scale met criteria for analysis and, of those, 20 
participants were interviewed. Independent samples t-tests revealed no significant differences 
between the interview and non-interview group on ProQOL 5 scores.  The whole sample scored 
in the lowest 25% quartile with regards to compassion satisfaction, but scored close to the  50% 
quartile  with regards to compassion fatigue and burnout.  Within the sample, physicians scored 
significantly lower than the other groups with regards to compassion fatigue (p=0.05, 95% CI -
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0.03 to 8.56). Providers with 1-5 years experience scored significantly higher on the burnout 
scale compared to standard quartiles provided for the ProQOL (p=0.031, 95% CI -10.47 to -
0.51). Six themes arose from the qualitative analysis that supported the ProQOL findings: 
Changes on return, Camaraderie, Satisfaction—self and others, Dissatisfaction—organizational, 
Seeking organizational support and Extreme situations. 
Conclusion: The qualitative data from this study validated findings with the ProQOL 5 
indicating that expatriate providers who worked in the Ebola response have normal to lower 
levels of compassion fatigue and burnout one year after deployment.  These results suggest the 
possibility of post-traumatic growth among the study sample.   Providers with fewer years of 
professional experience were most at risk for high burnout scores and physicians, as compared to 
the other professional groups had lower scores of compassion fatigue.  Providers described 
strong senses of community and camaraderie coupled with the use of narrative methods as tools 
that helped them manage the stresses of caring for Ebola patients.  It is likely that collegial 
support, despite witnessing excess death and working in in face of organizational dysfunction 
buffered these providers against compassion fatigue and burnout.  
 
Background 
In December 2013 the first case of the world’s most extensive Ebola virus disease (EVD) 
outbreak emerged from a rural community in Guinea (WHO, 2016a).  As of 4 February 2016, the 
patient with the last known case of Ebola tested seronegative.  The three most affected countries 
in West Africa--Guinea, Liberia and Sierra Leone—remained on 90 days of enhanced 
surveillance until the end of first quarter of 2016 (WHO, 2016b). An epidemic that killed at least 
11,301 people and infected 28,602 cost the US government alone 2.39 billion dollars (USAID, 
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2016).  Thousands of medical providers from within West Africa and around the world trained 
and prepared to treat EVD patients.  It is estimated that at least 2,365 expatriate medical 
providers deployed from the U.S., Cuba, Canada and the U.K. (MSF, 2015; personal 
communication from December 2015-February 2016).  With substantial funding from private 
donations, USAID and UKAID, non-governmental organizations (NGOs) such as the World 
Health Organization, Centers for Disease Control, Médecins Sans Frontières, Partners in Health, 
International Medical Corps, Save the Children UK, International Committee of the Red Cross as 
well as the Cuban government contributed supplies and healthcare providers to this response.   In 
the context of this research, the term “healthcare providers” will reflect nurses, nurse 
practitioners, physicians and physician assistants.  
Humanitarian workers frequently volunteer to work in extremely challenging and 
dangerous situations.  Violent attacks on humanitarian aid workers have increased during the last 
decade (Hoelscher et al., 2015). More than 500 healthcare workers died treating patients with 
EVD during the 2013-2016 outbreak (Statista, 2015).  It is clear that humanitarian aid work can 
be stressful.  With a rise in both the frequency of complex emergencies as well as the 
development of new NGOs with increasing global reach, more and more humanitarian aid 
workers will be exposed to high levels of stress. Calls have been made to incorporate 
psychosocial support not only for those who have experienced warfare, displacement, disease or 
extreme poverty firsthand, but also those who have witnessed it vicariously by treating those 
who are suffering (Pearlman,1995; Tol et al., 2014; Tol et al., 2011).   
Stress, both acute and chronic can cause negative sequelae that may degrade 
psychological and physical health (Lovallo, 2015).  Compassion fatigue, or secondary traumatic 
stress (STS), and burnout are two  indicators of stress experienced by caretakers as a result of 
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caring for people who have or are experiencing extreme suffering (Joinson,1992; Figley, 2002; 
Bianchi et al., 2014).  STS has been defined as, “a state of tension and pre-occupation with 
traumatized patients by re-experiencing the traumatic events, avoidance/numbing of reminders 
and persistent arousal associated with the patient” (Ray et al., 2013).   Stamm (2010) describes 
how STS, burnout and Compassion Satisfaction (CS)—essentially fulfillment in one’s 
profession—can affect one’s professional and personal quality of life.  STS and burnout can be 
predictors of deleterious health outcomes as such as depression (Beristianos et al., 2016).  CS 
may be a buffer against STS (Samios et al., 2013).   
Recognizing that expatriate frontline healthcare providers who worked with EVD patients 
may have developed increased STS because of volunteering to work in such a risk-filled 
situation, this study aimed to assess levels of STS among expatriate providers one-year after 
providing services to EVD patients.  It also assessed methods used by providers to manage 
stress. It is essential for leaders of NGOs and other organizations that deploy humanitarian aid 
workers in critical situations to better understand the psychological effects of the stresses their 
employees and volunteers witness.  As high levels of stress or low levels of satisfaction are 
assessed, it should be the responsibility of supporting organizations to develop interventions to 
better support their healthcare workers. Essential to public health emergencies, healthcare 
providers, expatriate and national staff, deserve adequate support to help them maintain 
sustainable careers and prevent them from causing harm due to not being able to manage or 







This mixed-methods descriptive study incorporated quantitative and qualitative data from a 
sample of expatriate healthcare frontline providers who worked directly with EVD patients 
between 2014-2015. Inclusion criteria consisted of any healthcare provider who provided direct, 
hands on, care to patients or corpses infected with EVD.  
Following Institutional Review Board (IRB) approval from the Columbia University 
Medical Center, the ProQOL 5 scale was adapted per specifications found at ProQOL.org and 
then the scale was uploaded to a secure online platform, Typeform. The ProQOL survey was 
anonymous—no participant was required to share any personal identifying information beyond 
key work role and experience.  Participants who chose to share their e-mail address did so by 
responding to a prompt on the survey asking them if they had used “narrative methods” while 
working with EVD patients and if they would be interested in being interviewed for this study. 
Participants who provided consent for both the online survey and the key-informant 
interview were then contacted by TC and interviews were scheduled with them.  One-third of the 
respondents were interviewed via Skype or FaceTime technologies.  All interviews were audio 
recorded and professionally transcribed.  Identifying data (names of interviewees, interviewer, 
addresses or names and or names of other immediate colleagues and any other identifiers) were 
removed and deleted prior to analysis.  The use of these qualitative data was to validate findings 
from the ProQOL 5 scale.  Table 3.2 lists the interview questions used for this study’s focus and 
purposes. A longer interview guide (Appendix A) was utilized for the entirety of this 





ProQOL 5 Measurement Tool 
In its most current version, the Professional Quality of Life scale (ProQOL 5) (Table 3.1) was 
updated in 2012, based on an original scale created in 1995 by Figley (ProQOL, 2015). The 
ProQOL 5 scale is free for research use as long as certain criteria are upheld1.  Although the 
ProQOL is not a diagnostic tool, it has been validated as an appropriate measure to assess STS, 
burnout and CS.  This scale has been used among medical, nursing, emergency response, and 
psychological support providers (Stamm, 2010).  A sizeable bibliography, collected by the 
developers of the ProQOL 5, reflects how this scale has been used to collect data on providers 
who have worked in both chronic (emergency departments or pediatric intensive care units) and 
acutely stressful situations (such as events in the U.S. like the Oklahoma City bombing or the 
attacks on September 11th, 2001).  The ProQOL 5 manual provides baseline population data 
based on a n = 1187 population and has established national quartiles for individual or group 
comparison.  It has also provided t-scores reflecting subgroups defined by such factors as years 
experience in a given profession (Stamm 2005, Stamm, 2010).  
 
Recruitment 
TC contacted leadership from six primary contacts (MSF, PIH, CDC, Save the Children U.K., 
Heart to Heart, and the ICRC) of NGOs that sent expatriate healthcare workers to provide care in 
the Ebola response. These contacts were made after and extensive web search of NGOs involved 
in providing Ebola patient care.  The above mentioned NGOs responded to TC’s requests. He 
                                                
1	“The ProQOL measure may be freely copied and used as long as (a) author is credited, (b) no changes are made 
other than those authorized below, and (c) it is not sold. You may substitute the appropriate target group for / 
[helper] / if that is not the best term. For example, if you are working with teachers, replace / [helper] /with teacher. 
Word changes may be made to any word in italicized square brackets to make the measure read more smoothly for a 
particular target group. Additionally, you are granted permission to convert the ProQOL into other formats such as a 
computerized or taped version for the visually impaired.” From: www.proqol.org/Research.html	
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requested that their leadership or HR staff send e-mails to any potential volunteers or staff 
members. Additionally, TC sent direct e-mails to colleagues who had served in the EVD 
response.  An unknown number of e-mails were sent by NGO leadership and therefore the 
number of expat providers who were invited to participate in the study is unknown and thus a 
response rate cannot be accurately calculated.  E-mails were distributed a total of four times over 
a two-month period to elicit responses.  All participants who submitted an e-mail address, stating 
they would like to be interviewed, were e-mailed with a selection of times for a potential 
interview.   
 
Analysis 
De-identified ProQOL 5 data was analyzed using IBM SPSS Statistics 23 software.  Means were 
compared between sample groups and against national quartiles produced by the ProQOL 
Manual (Stamm, 2005).   Subgroups consisted of the sample differentiated by profession (nurse, 
RN; physician, MD, and nurse practitioner/physicians assistant, NP/PA) as well as by years 
practicing in one’s profession (0-5 years, 6-10 years, 11-15 years, 16 years and greater).  
Multiple analysis of variance (MANOVA) tests were run to measure differences between sample 
sub-groups and the continuous variables.   Independent samples t-tests were applied to the 
subgroups to identify significant differences between these groups and a priori t-scores 
established in the ProQOL Manual.  
Qualitative data were analyzed using Dedoose software.  First open coding and then axial 
coding provided the framework for a thematic analysis.  A codebook was drafted and critiqued 
by the research team.  To account for subjectivity arising from the qualitative data analysis, a 
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team of four public health graduate students analyzed the interviews in addition to TC who had 
supervision from MC.   
 
ProQOL 5 Survey Results 
There were a total of 84 visits logged to the online survey; 63 respondents completed the survey 
and 58 responses (N = 58) met criteria for analysis. RNs (n = 26, 44.8%), MDs (n=23, 39.7%), 
and NPs/PAs (n = 9, 15.5%) worked in the EVD response between June 2014 and May 2015.  
They had provided care in Sierra Leone (n = 45), Liberia (n = 12) and Guinea (n = 1).   
The raw scores for the full sample and subgroups showed that all groups scored in the 
lowest quartile of the ProQOL whereas they scored around the 50% or average percentiles 
regarding STS and burnout scores (Table 3.6).  The study sample, therefore, did not show 
elevated signs of STS or burnout.  The MANOVA allowed for a more detailed examination of 
differences between subgroups.  
Among subgroups, providers who had 1-5 years profession experience scored 
significantly higher on the burnout scale as compared to the published t-scores from the ProQOL 
Manual (p=0.031, 95% CI -10.47 to -0.51). There were no other significant differences between 
t-scores (Table 3.7).  It is also notable that MDs scored significantly lower than their nursing 
colleagues with regards to STS (p=0.05, 95% CI -0.03 to 8.56).  Tables 3.3 and 3.4 show the 
mean comparisons between subgroups.  Though the results were not statistically significant, it is 
notable that providers who had worked in their profession for more than 15 years scored lower 
than the other subgroups regarding STS and burnout while scoring higher in the CS scale.  
On average, the participants worked for 58.5 days each during the response. NP/PAs 
spent significantly more time working in the response compared to MDs with 187.9 compared to 
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53.3 days (p=0.008, 95% CI -0.66 to -0.09).  The amount of professional experience (mean 13.1 
years) ranged from 1 to 37 years. Providers with 1-5 years professional experience spent more 
time working in the response than any other subgroup, however differences between these 
groups were not statistically significant.  Participants’ years of experience were divided into the 
following subgroups:  1-5 years experience (n = 14, 24.15%); 6-10 years experience (n = 17, 
29.3%); 11-15 years experience (n = 14, 24.15%); and 16 or more years experience (n = 13, 
22.4%). Tables 3.3 and 3.4 provide ProQOL scores and designate the significant findings.   
The qualitative results that follow provide information that supports the most pertinent 
findings here that expatriate providers did not show elevated levels of STS or burnout.  The fact 
that their scores are normal in those aspects are remarkable in consideration of the extreme 
suffering they witnessed on a daily basis.    
 
Qualitative Results 
27 participants who responded to the online survey consented to being interviewed.  The first 20 
who responded to scheduling e-mails from TC after submitting their consent were selected for 
the second stage of the research.   
The mean length of interview was just over 24 minutes.  Six nurses, nine physicians and 
five nurse practitioners were interviewed. One interview was removed from the data set because 
the participant did not work directly with Ebola patients.   The group represented a mean of 15.7 
years of professional experience (RNs 15.7, MDs 19.3, and NPs 10.3 years experience).  74% of 
the interview respondents had at least six years of professional experience prior to their work 
with EVD patients. One provider interviewed skewed the mean time working for the EVD 
response because this provider had spent one year in the response as compared to most other 
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providers who spent, on average, 42 days. That provider reported having just one year of 
professional experience prior to deployment.  All but the least experienced providers (0-5 years 
experience, n = 2) had experience providing medical care in a humanitarian setting.  Table 3.5 
provides demographic statistics from the qualitative sample.   
The research team developed six pertinent themes from these interviews:  Changes on 
return, Camaraderie, Satisfaction—self and others, Dissatisfaction—organizational, Seeking 
organizational support and Extreme Situations (Table 3.8).  Each theme was derived from a 
series of codes or was a code itself during code book development and open coding.   
 
Changes on Return 
Most respondents were interviewed roughly one year after returning home from working with 
EVD patients. A year out, providers discussed how their professional lives had changed:   
It’s definitely challenged me to grow as a leader and a manager and an organizer, and 
those skill sets that have sort of developed in the, you know, height of the emergency has 
translated really well now in my position doing other sort of programmatic work. 
(Participant 1) 
 
Practitioners shared a sense of empowerment having gained new skills which indicated a deeper 
engagement in work and therefore less likelihood of burnout.  Many providers mentioned that 
they had a hard time adjusting to their lives immediately after their return, that it was challenging 
to find a sense of normalcy: 
And I’d...walk around and, but I found myself really quite emotionally labile and in tears 
quite a bit, and when I first came out of quarantine I…then had to figure out how to, 
about how to be around people. (8)   
 
Some responders reported a period of alexithymic feelings and responses to other people in their 
lives that collectively resolved during the timespan of a few weeks.  One provider admitted to 
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having symptoms of PTSD within a short period of time after returning from this work:  And 
then it was a couple of weeks later that I said to myself, “Whoa.  I’m a little different now.  Now 
I have a little bit more energy and initiative (6).   
Providers who had left their jobs, which they enjoyed and who already had self-described 
job satisfaction felt generally more engaged when they returned to their work back home:  
I feel like I’m working like four times as hard, but it’s all the things I love.  So from that 
perspective it’s been great.  I kind of feel like I’ve regained my passion for clinical 
medicine, you know.  I think it’s so easy in developed world, sort of do your 20th… 
consult and, you know, in the ICU and sort of feel like you’re not really making a 
difference, and so this really made a difference. (18)   
 
Providers who reported less job satisfaction prior to departing to work with EVD patients or who 
were already planning on making life and professional changes expressed a sense of 
empowerment after returning.  Providers mentioned leaving jobs, going back to school and even 
retiring after their deployments:  
I feel an urgency to be very clear about what it is that I want to do with my time and it 
forced a couple of difficult conversations with my employer and just helped me craft my 
personal response to…my plan for how I’m going to not stay in ruts and kind of get out 
there and do things that are more meaningful like the Ebola work we did. (2)   
 
Frequent comments from providers experiencing more “meaning” in their lives upon return, 
coupled with feelings of gratitude, were pervasive in the interviews.  Providers mentioned that 
they felt, in general, more compassionate for the patients for whom they worked.  Those that felt 
less compassionate towards their normal patients and who stated they had lost a tolerance to 
work with a subgroup of patients (i.e. emergency department), left their jobs and found a more 
personally rewarding career path.   
 A clear trajectory of change from the time providers first returned from working with 
EVD patients to a year later was seen in the interviews.  Codes that contributed to this theme 
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were Change in Profession; Change in Quality of Life; Lessons Learned-Professional; No 
Change in Quality of Life and No Change in Profession.  These codes were noted frequently in 
most of the transcripts.  They showed how the respondents managed personal and professional 
adjustments to their post-Ebola lives. 
 
Extreme Situations 
All healthcare providers who worked with EVD patients experienced uniquely horrific events, 
many of which they felt the “outside” world could not comprehend:   
It was really bad.  I mean there were just bodies in the courtyard.  There were…there 
were…the whole situation was horrific. (8) 
 
Try to compare it like that cause to me it was...it was horrible, it was horrible, and that 
we in the states did not even realize how bad it was there and how little they had to fight 
it amazed me. (11) 
 
They reported sustained (2) suffering and the inundation of death made providers, many of 
whom had extensive humanitarian experience in war zones and natural disasters, incapable of 
comparing this experience to others:  Conditions…far worse than anything I had ever 
experienced (15).  And with that impotence in being able to compare these experiences built 
perceived frustration with the rest of the world (3) for its seeming lack of adequate international 
response.   
 During the Ebola response, some media outlets attempted to expose the extreme nature of 
the outbreak and yet many providers were concerned that the media did not adequately represent 
the realities of what occurred at ETCs.  Respondents struggled with ways by which to describe 
the suffering they witnessed on a daily basis.  Often only other colleagues from the ETC were 




Camaraderie   
Respondents frequently mentioned the therapeutic effects of spending time with each other 
socially, when they were not working in the ETCs.  Respondents used “camaraderie” verbatim to 
discuss tendencies towards companionship as a tool of stress management.  When asked about 
coping mechanisms they employed during and after their work in the field, many mentioned 
writing and public speaking as coping activities, but all mentioned spending time with other 
practitioners: I drew a great deal of strength from the team that I was there with (15).  
              Providers indicated that it was challenging to share what they witnessed as if the work, 
at times, was so extreme that it was surreal.    
A lot of the time spent there is a bit like a dream.  Like I could…convince myself that it 
never actually happened because it’s such a finite experience that…there’s sort of no 
physical residual of right now in my life.  There’s just the emotional and the people…the 
people that were there.  So having other people there, it’s like we all…all share, 
experience the same dream (17). 
 
This respondent reflects upon the experience as a dream, in the present tense, that all those 
healthcare workers who responded may still be dreaming that dream, or sharing that dream.  And 
despite the extreme nature of the work, this provider refers to it as a dream rather than a 
nightmare.  Having colleagues present, living with them in close quarters outside of the ETC and 
an elevated sense of camaraderie all influenced the perceptions of the work there in an arguably 







Satisfaction with Self and Others 
The excess mortality from EVD and secondary causes weighed heavily on the medical providers.  
In addition to mentioning the lack of proper supplies, medication and a deficient global response, 
respondents commented on having a sense of self-satisfaction for the work they and their 
colleagues contributed.  The theme that “we did something with very little, but at least it was 
something,” resonated in the interviews.   
It is ironic that providers expressed satisfaction from the work they did when considering 
the traditional medical context of saving lives and curing disease. The irony rests in the common 
idea that healthcare providers work to save and improve lives; this was frequently not the case in 
the EVD context. 
I’m not sure it had big impact on survival rates or death rates for that matter.  I’m not 
sure that it mattered…And I’m not sure that survival rates or death rates were better or 
worse because I was there. (4) 
 
Here a respondent debates the utility of the impact she or he provided.  
And it was all pretty…dire and just the fact that we were able to give treatment to 
anybody and make anybody comfortable…more comfortable and whether or not 
we…changed the tide and staved some or not others. I still think that…there were some 
people who didn’t have to die alone; cold and wet. (17) 
 
It is notable that despite the dire circumstances, the challenges of witnessing often gruesome 
deaths from EVD and also deaths secondary to global healthcare disparities, providers, a year 
after there work, focused more on ideas of personal satisfaction, teamwork and a sense that a 







When providers spoke about dissatisfaction, the themes they illuminated focused more on 
dissatisfaction with organizational factors.  These factors included the NGO for which providers 
volunteered, the local health system and the national governments that were seen as being 
ineffective, at times, in addressing the pressing needs of the patients with EVD.  Most 
emphasized in the interviews were frustrations with NGO and district level organizational factors 
that made the respondents’ work more challenging.  
I would say it was hard, it was...felt frustrating. It felt like, a big...excuse my language, 
[laughs] but "cluster fuck” like people didn't know what they were doing and it was a 
mess and the organization I was working for felt frustrating (14). 
 
and the Ministry of Health or...or even straight up the level of corruption that like I think 
some people became very frustrated with in terms of a government hospital or...and...but, 
you know, my...my overall feeling, was really good. I felt really good also about what we 
were able to do at [location removed]. (8) 
 
This final statement reflects a rebound from feeling dissatisfaction towards a return to the sense 
of self-satisfaction.  The theme of this last statement in which a respondent expresses 
dissatisfaction which then shifted to satisfaction with regards to and individual’s work or care 
was not uncommon.   
 Respondents who reported one to five years of professional experience prior to working 
with EVD patients or who had participated in fewer than two humanitarian missions had 
collectively more negative responses that were coded as Dissatisfaction-others; Dissatisfaction-






Seeking More Organizational Support 
Within the first few months, and specifically first 21 days following their return, some 
respondents voiced that they desired more psychosocial follow up from the organizations for 
which they worked:   
We were supposed to have been given some decompression time by the company that I 
went with and I did not experience any of that, so...you know, you're - you’re plucked 
down back in your environment and...pretty much left to figure it out for yourself. (11) 
 
A need for some to have a debrief or debriefing activities provided by the organizations for 
which they volunteered was salient in some interviews.  Not all providers mentioned that as a 
significant issue, while others became adamant in the interviews about how unfair and even 
callous it felt that they were offered limited, if any, follow-up from the organization for which 
they worked. 
Remediation of this, especially with regards to the providers who spoke of dissatisfaction 
with NGO support post-deployment came in the form of camaraderie, Skype, phone and e-mail 




Officially reported case fatality rates for EVD averaged 50% but ranged from 25%-90% given 
the location of the outbreak and confounding factors such as supplies and healthcare disparity 
(WHO, 2016a).  Providers witnessed multiple deaths on a daily basis.  Providers suffered 
dehydration from working prolonged hours in protective gear and temperatures well over 37.8 
degrees Centigrade (100 degrees Fahrenheit).  Many also complained of a condition locally 
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known as “chlorine cough” which was respiratory irritation from constantly inhaling fumes of 
the ubiquitous substance being frequently sprayed upon all surfaces and corpses.   
Extreme working conditions and repeated traumatic experiences are thought to serve as positive 
predictors of STS and burnout (Van Mol, 2015). In addition to extreme working conditions, 
mortality --especially among children -- was excessive and it was questionable whether 
treatments were at times effective (Trehan et al., 2016).     
As Sawe et al. (2016) assert, it would follow that expatriate medical care providers would 
be likely to exhibit signs of burnout, STS and even PTSD.  The results from the ProQOL 5 
survey differ with this assumption and the qualitative results suggest why this group of medical 
professionals had arguably “normal” scores. That providers did not have higher levels of burnout 
or STS could be explained by the fact that they overwhelmingly reported deep senses of 
camaraderie and community amongst other EVD providers.  Even though some respondents 
mentioned that they were frustrated by perceived lack of organization and organizational 
resources, they remained optimistic and satisfied with the work they did.  Community support 
despite a sense of organizational security can mitigate symptoms of burnout and STS (Ray et al., 
2013; Samios et al., 2013).  Respondents acknowledged their frustrations with organizational 
mechanisms which seemed to fail them frequently, however, they often returned to the sentiment 
that they were still proud and satisfied of what they accomplished with their colleagues.  This 
group of respondents allowed feelings of camaraderie to buffer against organizational 
frustrations.  
A key factor to consider is the psychological make-up of the providers interviewed.  Even 
providers who had served in active war zones described the Ebola response work as being the 
worst situation they had ever witnessed.  The women and men who volunteered, then, to help 
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EVD patients may have been less prone to symptoms of STS by even showing a willingness to 
work in this context.  They may be more likely to express more post-traumatic growth rather 
than STS.  Post-traumatic growth refers to positive emotional developments following traumatic 
experiences, such as acknowledging new perspectives on life and a more deeply described 
respect for life (Powell et al., 2003; Calhoun & Tedeschi, 2014).  Even if the providers in this 
sample were inherently less-likely to develop STS and more inclined for post-traumatic growth, 
these findings showed other nuanced and important data. 
It is notable that one subset of providers, that is providers with one to five years of 
professional experience scored significantly higher than their colleagues on the burnout scale 
when means of subgroups were compared.  Also during the interviews, providers with less 
humanitarian experience expressed more bitterness and anger.  As burnout is a risk factor for 
depression and age and lack of professional experience can increase one’s risk of burnout among 
nurses and physicians (Ilhan et al., 2008; Alacacioglu et al., 2009), attention should be focused 
towards younger, less seasoned providers.   Providers who reported more than 15 years of 
professional experience had more optimal scores on the ProQOL 5 and they reflected these 
scores during their interviews, which, in general, expressed less anger and frustration with some 
of the most challenging aspects of EVD care.  Age and experience are thought to be mitigating 
factors of burnout (Piercy et al., 2011) and thus the more experienced responders may have been 
able to use their life-experience as a coping tool that reduced symptoms of STS.  These findings 
suggest the importance of developing ways to better support less experienced providers so as to 
prevent symptoms of STS.   
In addition to reporting how camaraderie improved senses of self-satisfaction despite the 
horrific circumstances in which the respondents worked, many also spoke of using narrative 
 
47  
methodologies such as writing, composing music and public speaking as methods to both 
advocate for the patients they served as well as a way to create meaning around their 
experiences.  The evidence in this study is not robust enough to express a correlation between the 
use of narrative methodologies and decreased STS scores, however, this concept merits more 
examination.  The practice of narrative medicine (NM) suggests that by using creative art forms 
to process and relate stories of patient encounters, the provider who creates the story may feel a 
deeper sense of connection with the patient or patients, and her/his community of professionals 
(Charon, 2006; Ofri, 2015).  Literature regarding mitigating factors of STS suggests that a strong 
sense of community can reduce STS and burnout (Ray et al., 2013).  It would follow then that 
the practice of NM in challenging settings may help reduce stress for the provider as well as 
her/his colleagues.  Providers in this study used NM in writing songs and text that they then 
shared with one another, increasing and strengthening the sense of camaraderie, which in turn 
brought about reported stress relief.   
The interviews did not make evident reasons as to why MDs, in this case, would have 
lower STS scores than their nurse colleagues.  With regards to care in the ETC, MDs, NPs, RNs 
and PAs practiced at virtually the same level when it came to diagnosing, dosing, administration 
of medication and patient comfort care.  What is more, no respondents discussed professional 
hierarchies among working colleagues in the ETCs.  It may be suggested then that the difference 
in STS scale results could be a product of working environments back in the providers’ home 
countries where there exist unequal and often contentious dichotomies between physicians and 






Because the ProQOL 5 has yet to be validated in the context of expatriate responders to the EVD 
outbreak, these results should be carefully scrutinized.  The study designer and coordinator, TC, 
worked as a nurse during the EVD outbreak and thus brought both insight and bias to this work.  
The ProQOL 5 is not a diagnostic tool and therefore results from this work should remain as a 
starting point for discussion contributing to the literature about psychosocial well-being for 
expatriate humanitarian workers.   
  The sample size of expatriate responders is not representative of the actual population. 
The denominator of expatriate healthcare providers was estimated at more than 2,000 providers.  
There is no data set of actual numbers and some NGOs that sent providers have reported to keep 
their statistics internally and therefore have not been forthcoming with specific data (MSF, 2015; 
personal communication from December 2015-February 2016).     
 
Conclusion 
With generally normal levels of STS and burnout, the providers interviewed and surveyed for 
this study reveal that one year later, despite emotional residue and acute memories of their 
experiences in West Africa, they do not show unusual risk for negative sequelae associated with 
the two aforementioned conditions. Less experienced providers, consequently, did indicate that 
they may be at more risk than their colleagues for burnout and thus more intense psychosocial 
support interventions may be merited for this demographic of medical providers.  Enhancing 
mentorship programs or facilitating connections between more experienced humanitarian aid 




Nuanced information from the interviews in this study presciently revealed the 
importance of camaraderie and community among care providers working in stressful situations.  
NGOs and organizations that send expatriate providers to do work in complex emergencies 
should develop and appreciate methods by which to support opportunities to establish 
camaraderie among team members.  In addition, the use of narrative practices and NM should be 
investigated more thoroughly regarding the risks and benefits of their usage to mitigate STS.  
Unprompted by the interviewer, the majority of the responders stated their willingness to 
return to this kind of work, if it is ever needed again:   
 And I would go back in a heartbeat. And I think that was really a settling thought for me 
a couple of weeks ago. Even knowing everything that I know now, I would go back and I 
would do it again.  You know I hope there’s never an Ebola outbreak like this again, but 
I’m sure that there will be, and I would be more than happy to go back. (4) 
 
This study suggests aspects of community, camaraderie and the use of narrative 
methodologies that may have buffered providers from experiencing burnout and STS.  It reflects 
a general call to recognize the strength of healthcare workers, their resilience and willingness to 
continue this kind of work.  Much psychosocial research takes a deficiencies approach in 
assessing stress and burnout (Wessells, 2016)—these findings suggest a different perspective 
may be more appropriate in understanding the effects of working under such harsh conditions. 
The results from this research expose resilient and empowering actions taken by providers that 
likely reduced their STS one year after their service.  
It should be recognized that national staff healthcare workers from Sierra Leone, Liberia 
and Guinea faced similar and arguable more extreme situations.  It would be beneficial to pursue 
examinations of the residual emotional effects of working in the EVD response among national 
health staff who live in these three countries, who worked in the Ebola response and who 
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continue to serve as healthcare providers.  Advocating for local healthcare workers who remain 
at risk if another outbreak were to happen is paramount in the opinion of these authors and of 
many of the expatriate healthcare providers interviewed during this study.  There will continue to 
be global health catastrophes like Ebola and it is of the utmost importance to better understand 
the psychological impacts of working in such “dire” settings and most importantly factors that 
mitigated burnout so that healthcare providers will be resilient enough to face future public 
health challenges.   
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Table 3.1  
ProQOL 5 scale  




© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). 
/www.isu.edu/~bhstamm or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are 
made, and (c) it is not sold.  
Professional Quality of Life Scale (ProQOL) 
Compassion Satisfaction and Compassion Fatigue  
 (ProQOL) Version 5 (2009) 
When you [help] people you have direct contact with their lives. As you may have found, your 
compassion for those you [help] can affect you in positive and negative ways. Below are some questions 
about your experiences, both positive and negative, as a [helper]. Consider each of the following 
questions about you and your current work situation. Select the number that honestly reflects how 
frequently you experienced these things in the last 30 days.  
1=Never  2=Rarely 3=Sometimes 4=Often 5=Very Often 
 
 1.  I am happy.  
 2.  I am preoccupied with more than one person I [help].  
 3.  I get satisfaction from being able to [help] people.  
 4.  I feel connected to others.  
 5.  I jump or am startled by unexpected sounds.  
 6.  I feel invigorated after working with those I [help].  
 7.  I find it difficult to separate my personal life from my life as a [helper].  
 8.  I am not as productive at work because I am losing sleep over traumatic experiences of 
a person I [help].  
 9.  I think that I might have been affected by the traumatic stress of those I [help].  
 10.  I feel trapped by my job as a [helper].  
 11.   Because of my [helping], I have felt "on edge" about various things.  
 12.  I like my work as a [helper].  
 13.  I feel depressed because of the traumatic experiences of the people I [help].  
 14.  I feel as though I am experiencing the trauma of someone I have [helped]. 
 15.  I have beliefs that sustain me.  
 16.  I am pleased with how I am able to keep up with [helping] techniques and protocols.  
 17.  I am the person I always wanted to be.  
 18.  My work makes me feel satisfied.  
 19.  I feel worn out because of my work as a [helper].  
 20.  I have happy thoughts and feelings about those I [help] and how I could help them.  
 21.  I feel overwhelmed because my case [work] load seems endless.  
 22.  I believe I can make a difference through my work.  
 23.  I avoid certain activities or situations because they remind me of frightening experiences 
of the people I [help]. 
 24.  I am proud of what I can do to [help].  
 25.  As a result of my [helping], I have intrusive, frightening thoughts.  
 26.  I feel "bogged down" by the system.  
 27.  I have thoughts that I am a "success" as a [helper].  
 28.  I can't recall important parts of my work with trauma victims.  
 29.  I am a very caring person.  





Interview Guide with Questions Specific to ProQOL 5 Mixed Methods Study 
 
 Key Informant Interview Questionnaire 
 Front-line Ebola responders  
 
 
-- What are some of the things that made you decide to work as a provider during the Ebola response?  
 
-- How did working in the Ebola response change your professional practice when you returned home?  
 
-- Some who worked in the Ebola response feel satisfied, some dissatisfied, how do you feel about the work you did 
and why do you feel that way?  
 
-- If you think about your quality of life before you left and since you returned, how is it the same or different?  
 
-- Will you describe what your process was like when you were creating these descriptions of your time working 



















Table 3.3            




























Among these respondents, NPs/PAs spent significantly more time working in the Ebola response than MDs 



















Full Sample (N=58) 40.3 25.0 25.3 
RN (n=26) 41.1 24.9 27.0 
MD (n=23) 39.69 24.86 22.7* 
NP/PA (n=9) 40.7 25.8 26.9 
1-5 Years (n=14) 37.6 26.7 25.4 
6-10 Years (n=17) 40.1 25.5 26.1 
11-15 Years (n=14) 42 24.4 25.6 
>15 Years (n=13) 41.9 23.2 23.8 
 Mean: Days spent in 
Ebola Response  
Mean: Years of Professional 
Experience 
 
Full Sample (N=58) 58.5 13.1 
RNs (n=26) 126 14.1 
MDs (n=23) 53.3 14.5 
          NP/PAs (n=9) 187.9* 8.6 
1-5 Years (n=14) 160.6  
6-10 Years (n=17) 74.9  
11-15 Years (n=14 114.8  




Table 3.5  















Full Sample (N=19) 129/42/42 15.7/10.5 7/4 
RNs (n=6) 84/63/42 15.7/12.5 11/4 
MDs (n=8) 51/42/42 19.3/19 12/4.5 
NP/Pas (n=5) 120/63/Ø 10.3/10.5 3/4 
0-5 years exp. (n=2) 33/33/ Ø 2/2 0 
6-10 years exp (n=7). 67/42/42 8/8 4/4 
11-15 years exp. (n=3) 63/63/ Ø 12.8/13 3/3 
>16 years exp.(n=7) 57/42/42 28.7/30 20/10 
 




ProQOL 5 scoring details comparing means to a priori quartiles 




















Numbers in red above indicate which means fell below the 25% when compared to means provided by the ProQOL 












40.3 25.0 25.3 
RN (n=26) 41.1 24.9 27.0 
MD (n=23) 39.69 24.86 22.7 
NP/PA (n=9) 40.7 25.8 26.9 
1-5 Years (n=14) 37.6 26.7 25.4 
6-10 Years 
(n=17) 
40.1 25.5 26.1 
11-15 Years 
(n=14) 
42 24.4 25.6 
>15 Years 
(n=13) 














































ProQOL 5 scores 











           CS t scores 








              Burnout t scores 








                   STS t scores 
       Study        ProQOL 
RN (n=26) 51.2 50 49.8 50 52.6 50 
MD (n=23) 48.4 50 49.7 50 49.7 50 
NP/PA (n=9) 50.5 50 51.3 50 51.3 50 
1-5 Years (n=14) 45.3 49.5 53* 47.4* 50.2 48.4 
6-10 Years 
(n=17) 
49.6 49.8 50.9 48.6 51.2 47.4 
11-15 Years 
(n=14) 
52.8 49.8 48.9 48.6 50.5 47.4 
>15 Years 
(n=13) 
52.5 50.4 47 47.4 47.6 47.9 







Data Display Reflecting Themes, Codes Supporting Themes and Additional Excerpts Illustrating Themes 
 
Theme Excerpts 
Changes on Return “I...just had a lot of gratitude and so before I had felt like...my work right now, 
I work with a lot of low income who have a lot of multiple issues, like 
multiple social issues and barriers and I just always felt pulled, like I can't 
people right, you just get emotionally worn down.” (14) 
 
“I would say, I don't think it's changed a ton of how I manage patients, but I 
think it really helps to kind of put things into perspective in terms of...you 
know, I feel like we...often times perseverate over very small decisions that 
honestly don't have consequences that are that great, and so it kind of helped 
me, you know, realize that those decisions are often small and you know, you 
don't need to spend so much time worrying - worrying about them I guess.” 
(12) 
 
“that was the catalyst for me retiring. I'm...I guess I'd say, you know, just the 
small parts that I saw I'm fed up with it.” (11) 
 
“I mean, I think things in my life changed as a direct result of that work. Like, 
going back to school and getting a new job.” (17) 
 
 
Codes supporting: Changes on 
Return 
Change in Profession 
Change in Quality of Life 
Lessons Learned-Professional 
No Change in Quality of Life 
No Change in Profession 
 
Theme Excerpts 
Camaraderie “I mean, I think little things like the walk back and forth was important, and 
you probably have, you know, saw it or heard about this, the eating meals 
together was important because, you know, there’s that passage, I’m sure you 
know, from Henry V, Act IV Scene 3, you know, “He who sheds his blood 
with me shall be my brother.” (15) 
 
“The majority of the people on the ground were phenomenal human…like 
some of the best human beings I’ve ever met.” (10) 
 
“Yeah, and also the African Union staff at PLGH were outstanding and, like, 
the Kenyans coming in to help and then in addition to all the Western expats 
and, like, the colleagues who were directly in my cohort.” (5) 
 
“I think the biggest coping mechanism was just talking about and encouraging 
the folks that I lived with and worked with to talk about what was going on, 
sharing our feelings, and I think we were really a great support for one 
another.” (2) 
 
“ I think when I was there it really helped to just kind of talk to other people 
about...you know, what we were doing every day and so, and I think that just 
kind of happened naturally like...in the, you know camp where we were...there 
was kind of like a...like a...bar area and so after dinner or sometimes we 
poured in there where we'd just like sitting around and just talk about what 
had happened that day, and...yeah, and I - I think that...just - just talking 
through it with people was just...it was really, really helpful.”(12) 
Codes supporting: Camaraderie 
Camaraderie 
Theme Excerpts 
Satisfaction-self and others “Hmm.  Well, as always in stressful situations, I was amazed at people’s 
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Codes supporting: Satisfaction  heroism.” (7) 
 
“So...which kind of led me back to - to going back, and after that second time 
I definitely, especially not working as much in the clinical setting that, I 
definitely had an appreciation for what we had done as - as much as we could 
have done from with what we had and I think so...and I feel pretty satisfied.” 
(16) 
 
“And yet they were here doing this for their whole lives, not getting paid as 
much as I was and not really having a choice about it and still coming every 





Dissatisfaction-organizational  “We were supposed to have been given some decompression time by the 
company that I went with and I did not experience any of that, so...you know, 
you're - you’re plucked down back in your environment and...pretty much left 
to figure it out for yourself.” (11) 
 
“I felt like that there were two things that I found…one of them is sort of 
organizational.  It’s probably not worth going into.  There was some talk of 
shipping me down to [location removed] to do completely non-Ebola stuff, 
and I felt like I hadn’t trained in it.  I didn’t think I’d be very good at it, and I 
said, “No, look I really want to stay here.” (9) 










Seeking Organizational Support 
Back Home 
“So, but...yeah it was just...I'm just amazed that when I came back with just a 
lack of...of follow-up. You know, I can't imagine...if I had struggled, if I had 
struggled as much the second time after I came back, cause with the first time 
it was like I said, I had 21 days to sit there and think about what you've just 
done for 6 weeks.” (16) 
 
“I don’t think so…I think that…I do think that I could have benefited from 
maybe some more formal or structured, like not somebody forcing me to write 
a journal, but either encouraging me or get – h – or creating some kind of 
forum. Like I, even within the…like if we…Pen Pals back home within the 
organization and I, actually I think that we technically did. They were staff 
members who were supposed to be like our “Buddies” or something, but I was 
never contacted by mine.” (17) 
Codes Supporting:  Seeking 
Seeking Organizational Support 
Back Home 
Theme Excerpts 
Extreme Situations “And then as the, you know, the day, one day rolled into the other and you 
realized that you were not going to remember what you thought was this really 
unique story on day two at day twelve, because every day the stories and the 
heartbreaking things that you saw, it just kept piling up.” (3) 
 
“So I, no, I don’t think any of us was prepared for what we saw on the ground.  
I think that we, I was on emails for like much of July coming out of [name 
removed] from [location removed] and [location removed] in particular.  And 
so they were like, “Oh, you know, it’s horrible.  Like there’s only two or three 
of us, and there’s like eighty patients.”(18) 
 
“And then there are some pretty raw sections in the [location removed] where 
I just list, like, one catastrophe after another during the day.  You know, I 
would have this thing and I would say, “This is what my day was like 
today.”(6) 
 
“I just find every time I bring it up people are shocked to hear how bad it was, 
and I’m even shocked…”(11) 




CHAPTER 4:  One line at a time, one step to the side: 
 
A qualitative study of narrative medicine practices as a therapeutic tool among front-line 




Objectives: This study examined how expatriate healthcare providers used narrative methods to 
process their experiences working with Ebola patients and whether these processes were 
therapeutic. 
Methods: Key-informant interviews with incorporated media and blog posts were analyzed using 
an inductive thematic approach.  Open coding informed the creation of a codebook which was 
then used for axial coding and thematic development.  A team of researchers collaborated in 
coding and theme development to address potential subjectivity bias, 
Results: From 6.5 hours of interviews of 20 nurses, physicians and nurse practitioners, four 
themes regarding use of narrative methods surfaced:   Memorializing, advocacy, self-reflection, 
and camaraderie. 
Conclusions: Providers reported the beneficial and therapeutic effects of writing and public 
speaking, narrative processes. What is more, the providers emphasized the therapeutic value of 
sharing narrative practices with other colleagues who worked with them in the response.  
Evidence in this context suggests narrative medicine practices may mitigate negative sequela of 











Stare out the window and weep, 
Reality haunts those who sleep. 
Break fast in the black, 
One week to normal, there’s no turning back. 
 
One line at a time, step to the side. 
A war without pieces to divide, 
With echoed laughter and fallen tears. 
Oh begging that we change. 
Here’s begging we change. 
   
(Excerpt from a song co-written by a study participant, permission was granted by song 




From December 2013 until March of 2016, Ebola virus disease (EVD) caused international 
pandemonium along its swath of sickness and death (WHO, 2016a).  This global health 
emergency took more than 11,000 lives, infected more than 28,000 people and cost the U.S. 
Government, alone, 2.39 billion dollars (USAID, 2016).  Expatriate medical providers (nurses, 
nurse practitioners, physicians, physicians assistants and psychologists) joined national 
healthcare workers to try to control and cure this disease.  Organizations such as USAID, 
UKAID, the World Health Organization, Centers for Disease Control, Médecins Sans Frontières, 
Partners in Health, International Medical Corps, Save the Children UK, International Committee 
of the Red Cross as well as the Cuban Government contributed substantial funds and personnel 
in this response.  At least 2,365 healthcare providers were trained in EVD patient care and 
deployed to the most affected countries in West Africa:  Sierra Leone, Guinea and Liberia (MSF, 
2015; personal communication from December 2015-February 2016).  
During the EVD response more than 800 healthcare workers were infected by the disease 
and more than 500 died (Statista, 2015).  Humanitarian aid work brings with it the extreme 
potential for stress (Sokol, 2006) and the Ebola outbreak reinforced the challenges humanitarian 
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healthcare workers face when working with limited supplies and rapidly spreading contagion 
(Kilmarx et al., 2014).  With case fatality rates of 75%-80% for children under 5 in some Ebola 
treatment centers (ETCs) (Trehan et al., 2016) and unusually high rates of death by secondary 
causes because hospitals were essentially shut down for a long period of time. Medical providers 
witnessed excess mortality on a daily basis. Though the acuity of illness and excess death was 
unique to this response, non-governmental organizations under the guidance of scholarship on 
psychosocial support have been working to develop better ways to understand stressors faced by 
humanitarian workers while also seeking methods to decrease the stress (Ager et al., 2012; Tol et 
al., 2014; Tol et al., 2011).  
The practice of Narrative Medicine (NM) is a relatively new concept based on centuries 
old practices of artistic creation and abstract thinking (DasGupta & Charon, 2004); NM practices 
could offer the potential mitigation of stress.  They take an arts-based approach to help medical 
providers hone their communication skills in order to be more present with the people for whom 
they provide care (Shapiro & Rucker, 2003).   A scant body of evidence suggests that these 
practices may encourage more compassionate care by providers as well as girding resilience 
(Krasner et al., 2009; Moore et al, 2013).  NM’s concept of affiliation or “the authentic and 
muscular connections between doctor and patient, between nurse and social worker, among 
children of a dying parent, among citizens trying to choose a just and equitable health care 
policy” (Charon, 2007, p. 1267), is a theoretical explanation of how NM may function.  Through 
these “authentic and muscular connections” the writer (or healthcare worker) may be able to 
construct meaning and develop a deeper understanding of suffering and pain.  NM has not been 
rigorously studied as a therapeutic method for medical providers who use narrative approaches, 
yet it holds promise as an effective psychosocial tool. 
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Compassion fatigue (CF), also known as secondary traumatic stress (STS) and burnout 
are concepts ubiquitous to health care providers.  The higher the exposure (dose) a healthcare 
worker has to caring for those who experience extreme suffering or trauma, the more likely s/he 
is to develop symptoms of STS (Smart et al., 2014; Melvin, 2012; Flannelly et al., 2005).  STS 
and burnout can be positive predictors for a professional career shortened by negative physical or 
emotional health effects.   
Humanitarian aid workers and, specifically to the context of this study, front-line 
expatriate aid workers would be at high risk for STS and other emotional detritus stemming from 
witnessing excessive death during their work with EVD patients.  It may be possible that the 
practice of using narrative methods to process, describe and/or evaluate their experience, may 




This study examined how expatriate healthcare providers used NM to process their experiences 




After receiving Institutional Review Board (IRB) approval for human research from Columbia 
University Medical Center, data for this study were collected from 20 key-informant interviews 
with expatriate healthcare workers (nurses, physicians and nurse practitioners).  The participants 
were self-selected from a larger mixed methods study investigating STS, burnout and 
compassion satisfaction among EVD frontline responders.  An iterative approach to the study 
design included developing open-ended questions (Table 4.1) intended to assess the use of NM 
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techniques as well as the presence of dissatisfaction or satisfaction related to past humanitarian 
work.  
Interview questions were based on conceptual frameworks illustrative of the narrative 
process based on the Todorov Narrative Theory (Figure 4.1) as well as an adaptation of Day & 
Anderson’s framework regarding the development of STS and the anticipated effects of NM 
practices on it (Day & Anderson, 2011) (Figure 4.2).  The vertical, descending line illustrates the 
potential buffering effects NM could have on the factors thought to increase the risk of STS.   
Todorov’s Theory suggests that narratives move cyclically from a place of equilibrium or status 
quo to a state of disrepair following some outside disruption.  The plot, or dramatic tension in the 
narrative arises from the protagonist or author attempting to make sense of the disruption and 
develop a “new equilibrium.”  This structure not only serves the process of a sound narrative, but 
it also represents the process which many EVD healthcare providers went through in trying to 
make meaning of the jarring “disruption” of Ebola on their lives and the lives of the patients they 
served.  In complement of Todorov’s Theory is Day & Anderson’s framework on STS (2011).  
Figure 4.2 progresses from Todorov’s Theory to show the factors that accumulate in a healthcare 
provider’s professional experiences that could lead to STS.  Compounding stressors and 
memories of past experiences, when not mitigated, are associated with higher levels of STS.  TC 
adapted this framework by suggesting how NM practices can mitigate or prohibit STS and in 
turn enhance empathetic ability.  Figure 4.3provides a focused lens how, as a preliminary 
formulation, NM practices may contribute towards improved empathetic ability.  Figure 4.2 
shows a linear progression from NM practices towards improved empathetic ability, however, in 
contemplating the actual development of empathetic ability it is clear, based on the forthcoming 
evidence, that the relationship is non-linear in how narrative practices may provide positive 
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outcomes.  The design of Figure 4.3 is thus cyclical to illustrate an interconnectedness of 
variables.   
These three frameworks influenced the iterative nature of this work and the coding 
process.  Todorov’s and Day & Anderson’s frameworks guided the development of the interview 
guide for this study (Table 4.1, Appendix A) and the research team developed the final 
framework (Figure 4.3) based on data rising from the interviews.   
All interviews were conducted by one investigator, TC who recorded the interviews with 
the participant’s consent and then had all interviews transcribed using a professional 
transcription service.  TC reviewed all transcriptions and removed identifying data, such as 
provider names and addresses then uploaded all de-identified transcripts to an online, encrypted 
platform called Dedoose 4.12 (2016).  
A codebook was developed after coding four transcripts (20, 15, 10 and 5).  Every fifth 
transcript was selected covering the time frame over which interviews had taken place.   The 
analysis team then applied open coding with this codebook to all 20 transcripts.  Axial coding 
and thematic development followed based on the conceptual frameworks above and the research 
focus.  The analysis team was comprised of six investigators:  TC, MC and four graduate 
students.  Subjectivity memos and exercises were completed by the investigators to address 
potential biases to the analysis process.  
In addition to analyzing the key-informant interviews, the research team analyzed eight 
other narrative pieces that had already been made public by participants through blogs, websites 
or social media.  Each participant gave consent to share other narrative pieces for analysis.  
These pieces were selected for analysis because they incorporated narrative methods and were 
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mentioned by participants in the interviews as pieces of writing or music that were reported to 
have been influential to the respondent.  
 
Recruitment 
TC contacted leadership from six primary contacts (MSF, PIH, CDC, Save the Children U.K., 
Heart to Heart, and the ICRC) of NGOs that sent expatriate healthcare workers to provide care in 
the Ebola response. These contacts were made after and extensive web search of NGOs involved 
in providing Ebola patient care.  The above mentioned NGOs responded to TC’s requests.   He 
requested that their leadership or HR staff send e-mails to any potential volunteers or staff 
members recruiting for the study.   Additionally, TC sent direct e-mails to colleagues who had 
served in the response.  An unknown number of e-mails were sent by NGO leadership and 
therefore the number of expatriate providers who were invited to participate in the study is 
unknown.  E-mails were distributed a total of four times over a two- month period to elicit 
responses.  
Interested participants were sent a link to an anonymous online survey designed to 
quantitatively assess STS, CS and burnout.  Participants were given a prompt asking 1) If they 
used narrative methods as a way to document their experiences working with EVD patients and 
then 2) if they would be interested in being interviewed about these practices.  “Narrative 
methods” in this context incorporated any type of art form, writing, the visual arts, public 
speaking or music.   If the provider submitted their e-mail address, then they were contacted by 
TC to schedule an interview.  The first 20, who responded to scheduling e-mails from TC after 
submitting their consent, were selected for the second stage of this research. Digitally recorded 






84 visits were logged to the online survey following the dispersal of recruitment e-mails; 63 
participants completed the survey.  Of those, 27 participants consented to be interviewed. The 
average length of interview was 24 minutes and 12 seconds; total interview time was 6.5 hours.   
 20 participants were interviewed and one interview was removed from the analysis 
because the interviewee had not actually provided direct care to patients with EVD as s/he had 
indicated in the online survey.  Of the 19 participants who were interviewed, three mentioned 
that they had never worked in a humanitarian response; notably, all three had extensive travel 
experience to and/or work experience in “development” in resource poor settings.  None of those 
interviewed were novices to working in challenging settings or settings that may be drastically 
different to their own culture. Despite having experiences working in resource poor settings and 
having received technical training with regards to treating patients with EVD, respondents 
collectively intimated that they did not understand exactly how challenging this work would be.  
One participant put it succinctly: So I, no, I don’t think any of us was prepared for what we saw 
on the ground (18).  Table 4.2 provides descriptive data regarding participants’ time spent with 
EVD patients, years of experience and experience with past humanitarian missions.  
All interview participants reported using some sort of narrative methods in their EVD 
experience. Most participants stated they wrote, journaled, blogged or gave public presentations 
such as academic lectures. Two participants reported writing lyrics and composing music and 
one participant reported to using drawing and painting as a narrative methodology.    
Respondents offered equally affirmative and negative responses to whether they shared 
their narrative works publically (such as blogs or social media), with immediate friends and 
family, or not at all. Also, in addition to producing some sort of narrative form, a preponderance 
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of participants noted that they read blogs and journals by other providers to manage the 
challenging memories from the experience, enhance a sense of camaraderie and make meaning 
of their experience: So…seeing it from somebody else’s point of view…made the experience in a 
way, more real (17). 
Axial coding facilitated the development of pertinent themes that follow here.  Rich and 
nuanced data arose during the interview processes; the themes below best reflect the lived-
experience shared by EVD providers and their use of narrative methodologies in this context.  
The themes—Memorializing, Advocacy, Self-Reflection, and Camaraderie collectively illustrate 
the therapeutic process that these providers highlighted as they used narrative means to enhance 
or maintain empathic ability.  Table 4.3 provides more in-depth themes and quotations to 
supplement the discussion that follows.   
 
Memorializing 
A salient theme from the interviews centered on the simple desire to “not forget.”  When 
prompted about the writing process, one participant mentioned how physically challenging it was 
to sit and journal, however, the participant remarked, with me, it’s more like I’m getting this 
down so that I have a nice, clear record for the future (4).  
During the interviews respondents mentioned EVD patients and their family members by 
name.  There was a sense of clarity and precision in the tone of the interviews when providers 
spoke of children, in particular, for whom they provided care.  One participant recounted a story 
of a child who survived:   
And this goes to, I don’t know if you remember [NAME REMOVED] who survived and 
then ended up at the other hospital, that eight-year-old girl. 
 




Response:  Severely malnourished, some sort of an odd B vitamin tremor and all kinds of 
weird things.  Orange hair.  I mean, she was sick as.  By the way, she’s doing 
tremendously. (15) 
 
Stories of survival and defeat permeated the interviews.  Yet more than emphasizing the 
frustrations of working in a resource poor setting with EVD and in complement to addressing the 
healthcare inequity they witnessed because of systemic challenges and NGO disorganization, 
respondents in the interviews overwhelmingly mentioned that they wanted others to understand 
that they were treating people (10), not statistics.  By memorializing detailed and individual 
stories about the patients they treated, providers told that they were able to solidify their own 
memories and advocate against the “othering” that occurs frequently in humanitarian aid:   
 
You know, I suppose to individualize these people was the only thing that I could think 
of to try to bring this home that this wasn’t just another African epidemic that the U.S. 
doesn’t have to think about.  This was like these were people with names and families, 
you know.  I don’t think that I did that consciously, but in retrospect I think that’s part 
of what I tried to get across, you know, so that they mattered. (10) 
 
“Othering,” in this context can come from medical providers creating a sense of detachment 
from the sickest of patients. Providers in this study struggled with the way the media seemed to 
“other” or even minimalize the way in which this epidemic was portrayed as being so “foreign” 
or “just another African epidemic.”  They detailed their journals and blogs not only for the sake 
of memory and to honor those that they witnessed die, but also (for those who chose to share 
their narratives publically) to advocate for their patients and in general, citizens of Sierra Leone, 










Providers found that it was beneficial in the interviews to compare their work with EVD 
patients to extreme situations they had witnessed in other work settings.  The use of metaphor 
was also a tool used in some interviews to express a theme.  One respondent likened the life-
changing experiences that occurred while working in Sierra Leone to taking the red pill (15)—a 
cinematic allusion to the film The Matrix in which “taking the red pill” enables the film’s 
protagonist to permanently visualize the world, or reality, in a completely new way.  The 
provider uses this metaphor to as a launch pad from the experiences working in West Africa to 
the provider’s home country:   
 
You take the red pill and you can never see the world the same way again.  And so I 
came back [from West Africa].  I was still a professor at the medical school.  I felt like I 
had taken the red pill…right around that period of time…the riots erupted in Baltimore 
around Freddie Gray, and, you know, we had been thinking and praying about a 
community where we could live and serve, and the infant mortality information in the 
area where the riots were was just so stunning to me.  It reminded me of Africa.  If you 
are an African-American baby in Baltimore, you have a four to eight times higher 
chance of dying in your first year of life than a white baby born in the same 
[city]…Washington is ten times higher.  If you’re black and born in Washington, the 
black baby has ten times a higher chance of death in the first year of life. (15)   
 
Not only in the interviews did providers advocate for people and populations of people who live 
under structural, organizational and economic duress, but they also used the narrative form of 
public speaking to advocate for the patients they served and their experiences.  A few 
respondents reported participating in a TED program, which supported the stance of its keynote 
speaker, Bill Gates, that this epidemic was a “wake up call” to the world with regards to global 
health, and moreover, humanity’s interconnectedness (Gates, 2015). Advocacy was then a tool 
used by providers on both intimate and friendly levels as well as with a much broader 
international audience.   
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Public speaking among the interviewees was met with mixed reactions.  Many of them 
were asked to give lectures or more public descriptions about their experience working with 
EVD patients.  Some took this task on with vigor (one provider completed at least 60 
presentations within a year), others were more hesitant.  Both those that spoke frequently or 
singularly mentioned the therapeutic effect they felt from giving voice to their experience:   
 
My medical school advisor runs the Global Heath Program at [organization’s name 
removed]…and he was going to do a seminar, a big lecture on Ebola and he asked me if 
I would do it and I said no…And he knows me really well…and he said, ‘You really 
need to do this. It will be really good for you. (20) 
 
This participant went on to say that although there was significant resistance to presenting 
initially, when s/he presented, a therapeutic feeling of recovery occurred, It took me totally by 
surprise because, you know, first off it was eight months later, right? And how much do I have to 
process, right? (20).  Not all providers gave public remarks about their work with EVD patients.  
Those that did reported these practices as not only methods by which to advocate for those 
affected by EVD and those living in challenging situations around the globe, but also as tools 
providing them with a platform by which to address their own feelings of guilt, anger and 




It appeared that participants took a similar approach.  The following codes--therapeutic-writing, 
therapeutic-writing-trying, therapeutic-meditation and writing process—formed the theme of 
self-reflection while showing the many ways in which participants spent time alone to first 
reflect, then secondly create, and thirdly, share.   
Participants reported using the form of music as both an attempt to make peace with the 
extreme suffering that was witnessed and to also put abstraction to otherwise horrific events.  
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Escaping by oneself to a place where one could listen to a classical piece of music or by 
composing a piece to share with others reflected how providers used both private and public 
means to make sense of the day-to-day working challenges. 
Reading was also mentioned as a method by which providers could escape at the end of 
the day from the stresses of working in an ETC.  Those that reported reading were seemingly 
split with regards to the materials read.  Some providers read documentation about EVD, 
whereas others read material that had nothing to do with disease. 
After returning home, which for some providers that lived in the U.S. meant up to 21 
days confined in quarantine, providers reported that it was therapeutic to read blogs from other 
providers or reflections upon their experiences: I just felt like I had trouble putting my feelings 
and experiences to paper. And so, finding other people’s feelings and experiences and then just 
sort of either reposting or sharing them with like people who are more eloquent (17).  
Alternatively, other providers were suspect of people sharing their narratives public or in a small 
group suggesting that the writing or blogging was not entirely truthful.  Sharing one’s self-
reflection therefore was both beneficial and potential detrimental to other providers who chose to 
read those narratives.   
Some providers used reading, non-Ebola material, such as fantasy novels or what one 
interviewee simply called, trash (20) as a way to become enraptured in something completely 
different from EVD.  
Self-reflection manifested from a solitary act into group activities and sharing. People 
wrote, read and meditated in private, but then shared with their immediate colleagues their 
creativity, thoughts and struggles.  A song titled, “The Chlorine Blues” was written in the style 
of 12-bar blues by some of the EVD responders and closes with the following lines: 
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another man done gone,  
I never knew his name,  
another child done gone, another baby done gone,  
I never knew her name,  
another woman done gone,  
I never knew her name… 
 
The recording of this song that was submitted for analysis was taken in a large, open setting.  
Backing up the lyrics, harmonica and ukulele that produced the melody are voices of people 
laughing and talking as the song plays.  It does not sound as if people in the background were 
laughing at the lyrics, rather, there was a sense of community that this recording captured—




Unsolicited by the interviewer, most of the EVD providers mentioned that sharing stories, songs 
or simply the events of the day with the other providers was extremely therapeutic.  Though not 
officially a “narrative practice” it is important to mention the role of camaraderie and its 
therapeutic effects for this research. 
 
That doing this immediate work that is...wonderful, beautiful, and...in - in the sense that 
I'm, I'm engaging with people in ways that...just amazing people; there's a beauty here. 
There's a love, there's...I mean, just this sense of, ...the humanity is so incredibly 
beautiful, and it's overlaid with this horror. (8) 
 
In light of the extreme stressors, providers spoke of paradoxical feelings of love and beauty.  
These close relationships manifested into e-mail or Skype communication after providers 
returned to their homes:  
Talking to people, which our country made it extremely difficult because we were 





While working in the EVD response, these providers had the opportunity to meet, in 
person, with each other daily to debrief their experiences.  Upon returning home, providers were 
abruptly removed from the company of each other, some, were not legally allowed to leave their 
homes because of quarantine restrictions. At a point when providers were readjusting to a new 
normalcy, they did not have the same support they once had while working in the field.  It is 
evident that many providers reverted to narrative methods in the form of e-mails and blogs to 
communicate with each other in order to maintain a since of camaraderie.  This camaraderie, 
according to the respondents, endures to this day, a year or more after they returned from 





Narrative methodologies, many of which prescribed by NM practices were readily utilized by 
expatriate healthcare providers during the EVD response.  These methodologies were not always 
used primarily as a therapeutic tool; however, upon deeper analysis, providers who created 
works using narrative methods or read works by others report some therapeutic effects of doing 
so.  In a few interviews, participants mentioned that it felt therapeutic to incorporate narrative 
methods and these statement aligned with claims from NM literature (Shapiro, 2008).   
The intention to “not forget,” to honor and to memorialize patients with whom providers 
developed unique relationships often shortened by death and clouded by suffering, pervaded the 
interviews when respondents spoke of why they used narrative methodologies.  They wrote, they 
sang, they devised artistic projects to preserve memories, both grotesque and gracious.  This 
process supports assertions by Macpherson (2008), Wessel and Garon (2005) describing how 
medical providers use narrative to honor the lives of the dead.    
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 Beyond intending to memorialize, these providers also worked to advocate for patients 
that were in effect voiceless to the countries from which the expatriate providers hailed.  Those 
patients that were not voiceless were all to often portrayed as the “other” in the mass media—a 
stereotypical poor person living in a stereotypically poor country.   
Participants used forms of storytelling, that is building a narrative with plot, so as to 
address a theme. In constructing plot to their narratives, they developed a personal narrative 
identity which likely connected them more soundly to the stories, those to whom they were 
telling the stories and the patients themselves (Culler, 2011; Hauser, 2007).   Though 
camaraderie is not a form of NM, providers embodied a sense of affiliation through camaraderie 
thus making evident the effects of a NM theme. The providers engaged with each other for 
therapy and to share their narratives. This act mirrors the concept of affiliation that Charon 
discusses as it stands as an effect of NM practice (2007).    
From self-reflection to devising and sharing a narrative, this process appeared to provide 
therapeutic characteristics and benefits.  Miller (2014) describes the importance of self-reflection 
as a key first-step in constructing a narrative, particularly with regards to medical care.  It would 
be incorrect, however, to assume that one particular step, such as narrative creation, in the full 
process consisting of an expatriate providers experience working with EVD patients would be 
the only factor providing therapeutic benefits. In the same light, it would be obtuse to ignore the 
positive attributes of narrative practices.  
When asked why a participant used narrative methods during this response, s/he made it 
simple and clear:  Oh, survival I think.  Emotional survival (7). 
Though not a narrative practice itself, the theme of camaraderie pervaded the interviews.  
Providers used narrative methods in order to bring groups of people together to tell their 
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stories—they shared their creative works with other EVD responders and continue to share their 
works back home.  The text that began this manuscript is lyrics of a song that is scheduled to be 
released later in 2016.   
Providers used narrative practices to enchant their audiences, a theme that Felski (2011) 
speaks of in the second chapter of her book.  Enchantment, like a psychedelic drug, has the 
power to remove someone from their current setting, or as in the case of providers who needed to 
read the words of their colleagues’ experiences, it can provide a deep sense of solidarity with 
others in similar circumstances.  Providers were not just enchanted by the written words of their 
colleagues, but also by words spoken and sung.  Audiences of medical providers too have 
experienced this enchantment (albeit grotesque at times) as EVD expatriate providers have 
advocated for the lives of the patients they served.  Through narrative practices providers 
enchanted one another; they brought themselves together.  By spending time together, reflecting 
upon their work with EVD patients, they developed a close-knit community.  This community 
demonstrated emotional support which arguably decreased the providers’ risk of STS and may 




This study was only able to focus on expatriate healthcare workers from the United States and 
Canada.  These findings therefore are not representative of the whole body of expatriate 
providers who responded to the outbreak. It should be noted that TC also worked as an EVD 
volunteer and thus brings a unique perspective and bias to this analysis.  Those interviewed in 
this study reported, on the online survey, that they used narrative methods while working with 
EVD patients and after.  It would be beneficial to this research to interview similar providers 
who chose not to use narrative methods thus helping to mitigate a respondent bias in favor of the 
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use of narrative methods. Finally, it should be recognized that there is no way to isolate the 
effects of narrative practices from other protective factors such as exercise, meditation or other 





The psychosocial well-being of humanitarian aid workers, expatriate staff and national staff 
merits innovative approaches and implementation research designed to improve the well-being 
of those dedicated to helping.  This analysis focused only on expatriate healthcare workers and it 
follows that narrative methodologies, designed in a resource rich country may not be suitable or 
culturally appropriate to expatriate health workers from other nations.   
The authors also collectively recognize the importance of understanding more accurately 
the psychosocial needs of national health staff who often do not have the luxuries of higher pay 
scales, scheduled rest and relaxation days, and more comfortable accommodations, than their 
expatriate counterparts.  Many health care workers in West Africa, who survived the Ebola 
epidemic continue to serve in hospitals and clinics, having had virtually no rest from the end of 
the epidemic to until now.   One may assume the stressors on national humanitarian aid workers 




The authors would like to thank those providers who completed the study.  We too, are indebted 
to your service in the Ebola response.  We also would like to acknowledge the more than 500 
healthcare workers who died while fighting Ebola and protecting the rest of the world from this 





Key Informant Interview Questionnaire 
Front-line Ebola responders  
 
Participant #: _________  
 
Demographic Information:  
Location of Service (Region/Country):_________/________  
Professional Role: _________ Length of time practicing this role: __________ years  
Length of time working in Ebola Response: ______________ weeks  
Date of return to U.S. _____________________  
Number of previous humanitarian missions: _______  
 
 
-- What are some coping mechanisms that you used and use to manage the memories of 
experiences while working in the Ebola response? Please describe what you did while working in 
West Africa as well as after you returned.  
 
-- If you think about your quality of life before you left and since you returned, how is it the 
same or different?  
 
-- You indicated that you used creative means like writing or the visual arts to describe your 
experience. Will you discuss what form you used and why you chose this method of 
communication?  
 
-- Were there any key messages or themes that you wanted to share?  
 
-- You indicated that you used creative means like writing or the visual arts to describe your 
experience. Did you share this work publically or privately with just family and friends? Please 
explain why you shared it the way you did.  
 
-- Will you describe what your process was like when you were creating these descriptions of 






























     


























Theoretical Framework: Reducing Compassion Fatigue 
through the Practice of Narrative Medicine 
 
Adapted from: 
Day, J. R., & Anderson, R. A. (2011). Compassion fatigue: an 
application of the concept to informal caregivers of family 













































Framework illustrating the process 
by which NM practices may 





















Full Sample (n=19) 129/42/42 15.7/10.5 7/4 
RNs (n=6) 84/63/42 15.7/12.5 11/4 
MDs (n=8) 51/42/42 19.3/19 12/4.5 
NP/Pas (n=5) 120/63/Ø 10.3/10.5 3/4 
0-5 years exp. (n=2) 33/33/ Ø 2/2 0 
6-10 years exp (n=7). 67/42/42 8/8 4/4 
11-15 years exp. (n=3) 63/63/ Ø 12.8/13 3/3 
>16 years exp.(n=7) 57/42/42 28.7/30 20/10 
 









































Data Display Reflecting Themes, Codes Supporting Themes and Additional Excerpts Illustrating Themes 
 
Theme Excerpts 
Memorializing “The themes are just…it’s very kind of straightforward.  It’s not like, “Oh, 
God, things here are so miserable and terrible.”  And like, “Oh, the tragedy, 
oh, the suffering.”  It’s nothing like that.  Nothing like that.  It’s more just, 
like, I think recording because I knew that things were so hectic, it would be 
really difficult to remember later.” (1) 
 
“it was just more of the same, you know...except each book that I go into it's 
like, "Wow" I was feeling this way then and...it kind of amazes me when I can 
go back and read it and go..."Wow, what kind of a place was I in?" You 
know...” (11) 
 
“Yeah definitely, I think the…the act of…of…honoring a life that was lost by 
sharing the story. I think that sometimes…prior to this I had felt…I felt sort of 
self-conscious or disingenuous sharing stories of patient’s that I had lost.” 
(17) 
 
“And hopefully the memories will live on.  And whatever, you know, I don’t 
know if we’re going to do little written pieces with it.  I’m not quite sure of 
that part yet, but hopefully those pieces will live on, and it will mean whatever 
it means if anybody buys them.  I don’t know.  Maybe nobody buys them.” 
(4) 
 
“Like this…especially in other humanitarian situations, and this made me 
realize, that how important it is to share those stories and that it’s not 
sensational and it…sensationalism. It’s – it’s really honoring and respecting 
the struggle that that person had.” (17) 
 
“And that’s the most frustrating thing when you come back and you’re trying 
to sort of deal with this insanity about people’s fear with Ebola.  You’re like, 
“These are humans.  These are humans.”  You know?  I think that, I felt like 





Others Not Wanting to Hear 
Impact 
Writing Process 




“You know, and I wanted to be able to tell them what I was doing and to sort 
of get that message across.  And then it stayed public because it mattered to 
people to read it because people would write back and say, you know, “Thank 
you for writing that and, you know, I’ve felt that way about patients before, or 
I’ve had that experience and I wasn’t able to articulate that.”  You know, and 
it seemed to…it certainly was helpful to me to get feedback from people like I 
read it.  I hear you.  You know, I’m glad you said that.” (10) 
 
“I had 3 weeks of quarantine so that was good just to have time to really sit I 
think with it, and then when I came back to work I just, I had, it - I had to a 
presentation and that actually helped solidify some...for me, help solidify my 
experience and...” (14) 
 
“So I mean I spoke.  My coping mechanism was I ended up going down, I felt 
ridiculously guilty as I mentioned, so I ended up trying to contribute as much 
as I could after I got back.  One of the ways that I did that was I helped with 
the [name removed] course to train other health care workers to go down, and 
Codes supporting: Advocacy 
Writing Process 
Therapeutic-Public Speaking 
Media influence response  
Supportive feedback from peers 
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I kind of felt like I was multiplying myself in that way.” (18) 
 
“The most therapeutic was putting together a talk which meant, you know, 
taking slides and telling stories.” (2) 
Theme Excerpts 
Self-reflection “You know, so it was…it was a survival mechanism for me.” (7) 
 
“And that they - they help me...kind of summarize and get through each day 
and then each week as a whole where I could look back and see...the negatives 
and the positives of the whole week. And...and keep pushing forward with it 
in general.” (16) 
 
“So the art for me in like the selfish reasons of wanting to do this is because I 
feel like it’s a way that I can tell the stories and have the stories live on, and 
they’re not going to be graphic stories of people bleeding and kids dying and 
people being in…you know, having to have their bones broken in order to get 
into body bags and, you know, that I can tell those stories and these three 
artists who I really, really trust will take those stories and will make their art 
with them.  And so it will hopefully serve my need of needing to kind of put 
some of this to rest, some closure to some of it.” (4) 
 
“Which is a sort of...first centering with simply following your breath and 
then going through some simple things like...it might be may I be safe, may I 
be strong, may I be well, may I be happy, you know...may I be at peace and 
free of fear. May my, have I been full with ease, but, and then moving that out 
to the people around you so, or my family. It - it's a Buddhist meditation. So I 
did Metta every single night. I did...I used music.” (8) 






Camaraderie “I mean, I think little things like the walk back and forth was important, and 
you probably have, you know, saw it or heard about this, the eating meals 
together was important because, you know, there’s that passage, I’m sure you 
know, from Henry V, Act IV Scene 3, you know, “He who sheds his blood 
with me shall be my brother.” (15) 
 
“The majority of the people on the ground were phenomenal human…like 
some of the best human beings I’ve ever met.” (10) 
 
“Yeah, and also the African Union staff at PLGH were outstanding and, like, 
the Kenyans coming in to help and then in addition to all the Western expats 
and, like, the colleagues who were directly in my cohort.” (5) 
 
“ I think when I was there it really helped to just kind of talk to other people 
about...you know, what we were doing every day and so, and I think that just 
kind of happened naturally like...in the, you know camp where we were...there 
was kind of like a...like a...bar area and so after dinner or sometimes we 
poured in there where we'd just like sitting around and just talk about what 
had happened that day, and...yeah, and I - I think that...just - just talking 
through it with people was just...it was really, really helpful.”(12) 
 
“I think the biggest coping mechanism was just talking about and encouraging 
the folks that I lived with and worked with to talk about what was going on, 
sharing our feelings, and I think we were really a great support for one 
another.” (2) 
 











CHAPTER 5:  Conclusion  
 
Introduction 
The final chapter will discuss the interpretation of the aforementioned results and broaden the 
argument as it relates to public health responses. In its discussion I will incorporate themes of 
mentorship, social justice, advocacy and how they, in addition to the results from this work, are 
associated with education and humanitarian response.  To conclude this chapter, I will discuss 
thoughts regarding my professional trajectory as a social scientist, educator and performing 
artist.    
 
Interpretation of Results 
Mixed Methods Results 
In order to address the need for an expanding humanitarian aid workforce equipped to sustain 
emotional and physical health, it should be a priority of both large and small NGOs to enhance 
support mechanisms for their workers (Ehrenreich & Elliott, 2004).  The findings from this 
research provide timely information pertinent to the context of the Ebola response of 2013-2016.  
They expose nuance that would not have been revealed from a simple quantitative scale or 
qualitative exploration.  This nuance counters some thought regarding healthcare work in 
extreme settings with regards to STS (Figley,1995), while firmly supporting literature that 
advocates for positive working environments, supportive organizational management, and most 
presciently, the importance of camaraderie and collegial communities (Kelly et al., 2015). Alone, 
the findings from the ProQOL 5 scale are not generally impressive.  They are, however, 
meaningful when compared with the thematic analyses that both validated the scale while also 
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revealing pertinent data regarding the use of narrative methodologies as a potential therapeutic 
tool.   
 The descriptive results from the ProQOL 5 scale suggested that participants scored near 
the 50th percentile on STS and burnout when compared to the ProQOL 5 national data. 
Respondents scored in the 25th percentile with regards to compassion satisfaction (CS).  The 
focus of this research is on STS and burnout because these two concepts, when elevated are 
considered to be associated with depression and other negative psychological sequelae 
(Hunsacker et al., 2015).  Upon superficial analysis, these findings would be heartening to 
recognize that these providers who witnessed extreme suffering within a concentrated period of 
time treating EVD patients one year later, did not exhibit abnormally high levels of STS and 
burnout. The qualitative evidence suggested that because of camaraderie, positive collegial 
relationships and inter-collegial support, the providers were possibly buffered against developing 
elevated STS and burnout scores.  Additionally, providers reported the use of narrative 
methodologies as a therapeutic tool.  Using narrative methodologies as such also could have 
decreased the risk for STS and burnout.   
 The ProQOL 5 study showed a significant decrease in levels of STS between physicians 
(MDs) as compared to nurses (RNs) and nurse practitioners(NP)/physicians assistants (PA).  The 
qualitative evidence did not present any clear suggestions as to why this difference occurred for 
this specific finding.   There was a subset of MDs who participated in the interviews that also 
specialized in infectious disease and stated that this work was exactly the kind for which they 
had trained in medical school.   What is more, MDs in the Ebola context provided more “nursing 
specific care.”  This means that patient care consisted heavily of rolling, cleaning and dressing 
patients or bodies in addition to starting intra-venous cannulas and administering fluids for 
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rehydration.  Because of grossly limited pharmacies, a limited understanding of how best to treat 
EVD and a few protocols in place that medical teams were unofficially testing to see how they 
worked for EVD patients, there were not many pharmaceutical or dosing decisions that needed to 
be made. Perhaps MDs who wanted a more “hands on” approach felt a deeper sense of 
satisfaction and thus decreased STS by being able to provide more direct patient care.  One 
participant, who has been a physician for almost three decades spoke of this work with EVD 
patients that, it gave me less ability to tolerate the paperwork [back home]…and less ability to 
tolerate doing things in medicine that seemed to have very minimal value for the patients (6).  I 
would argue, based on this participant’s words, that the general sense of self-satisfaction coming 
from the interviews may have come from the direct-patient care opportunities within the 
response.  The narrative medicine (NM) literature supports this argument as it pursues the idea 
that the closer a provider is to his/her patient with regards to emotional connection and empathy 
the less likely s/he will be from burning out and feeling disassociated with his/her profession 
(Charon, 2001).    
 Other statistically significant results showed that, in this sample, providers with one to 
five years’ experience in their professions scored higher on the burnout scale.  This, in contrast to 
the non-significant but interesting results that their colleagues with more than 15 years’ 
experience scored lowest on STS and burnout scores should be noted.  Professionals with fewer 
years’ experience may not have had the opportunity to develop their own practices that could 
influence resilience to keep them in their jobs (Brewer & Shapard, 2004).  It would follow that 
professionals with more years of experience will have developed personal buffers to mitigate 
burnout—hence helping to remain in their professional fields. The pervasive theme of 
camaraderie in the interview transcripts did not surface any ageism or differences in intensity 
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based on years of professional experience, and yet speaking from personal experience, the older 
members of our teams provided feelings of groundedness and mentorship when the work in the 
ETC became unbearable.   
A good example of this is when one of the providers, who had almost 30 years of 
experience as an MD, spoke of listening to a piece of music called Largo from Xerxes, by 
Handel. This piece is characterized by a slow, steady, and consistent structure on the piano that 
creates a platform for the somber, yet soaring cello to reveal the melody.  It is predictable yet 
emotional and its climax offers no surprises while remaining profoundly incalculable.  The 
provider who mentioned this piece told me that s/he listens to it when working in a pediatric ICU 
setting and is forced to give devastating news.  The provider said that as a leader s/he was not 
always permitted to show emotion.  So, when things became unbearable, s/he would retreat to an 
office, listen to the piece of music, settle emotionally and then return to work.  
Handel’s Largo is a metaphor for the way in which providers with more years of 
experience comforted and grounded less experienced providers, like myself, on days when we 
would lose many patients at once.  No one took the excessive deaths easily; however, more 
experienced providers brought, in general, and air of calm to even the most emotionally chaotic 
situations.  Most likely this is from practice, experience and a more developed world view.  
 
Mentorship 
I would argue that mentorship, as a function of camaraderie as described in these results is a key 
factor in buffering stress for expatriate healthcare providers.  The acuity of the setting may 
elevate the intensity and need for such mentorship.  For less experienced providers, mentorship is 
of course beneficial for educational purposes.  For the mentors, the act of leading and teaching 
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may provide the more experienced with a sense of satisfaction and accomplishment.  In the 
context of EVD, providers spoke of reaching out to a multitude of means to manage the stresses 
of what they witnessed: alcohol, sex (although human contact was strongly discouraged while 
working in the setting of EVD), and exercise (sometimes excessive).  At times, expatriate 
providers voiced a certain desperation with regards on how to manage these stressors.  The data 
and personal experience suggest that providers with more years of experience and providers who 
had served previously in other acute humanitarian settings managed their stress with methods 
that may be judged as “healthier.”  
 
Use of Narrative Medicine  
Although it is impossible to associate the use of narrative methodologies as a specific factor that 
decreased the risk of STS or burnout in these results, it is clear that writing, reading, public 
speaking and artistic creation were prevalent techniques that providers utilized.  Some clearly 
stated that it was emotionally beneficial to create abstraction from the events witnessed in West 
Africa.  Krasner et al. (2009) illustrates the challenging of parsing out one specific psychosocial 
intervention or technique from a cluster of others in determining the stress relieving effects of the 
intervention.  In other words, NM practices may contribute to a greater whole that in turn, can 
cause stress relief and decreased risk of STS.  That some providers chose narrative 
methodologies as a form of stress relief is pertinent.  That others did not, is also important.   
These results beg for more understanding of how NM can be used to contribute to the 
mitigation of burnout and STS.  It is also essential to better understand where the use of NM is 





The acuity of the setting, the amount of death and the impotence that many providers expressed 
in not being able to treat patients the way they felt the patients deserved were key themes that 
arose in the interviews:  I don’t think that any of us was prepared for what we saw on the ground 
(18).  The fact that the U.S. demonstrated a 100% cure rate for any patient who was treated at the 
early onset of EVD symptoms is jarring when compared to the 60% or greater mortality rate 
(from EVD or secondary causes) that many of the providers that were interviewed had 
witnessed.  I was not surprised by these sentiments, but was, however, surprised to learn about 
ways that most providers managed their frustration, anger and guilt with regards to these facts.  
Expatriate providers, in general, returned home all the more engaged in the work that they had 
left before their deployments.  Those that expressed dissatisfaction for their previous careers 
changed them.  Some providers returned to school.  Those that remained in their professions 
became more active in their work.  One provider retired—in order to have time to do more 
humanitarian work.  I interpret all of this as advocacy on many different levels.   
   
Implications on Humanitarian Practice and Education 
As a future educator, this last point that is supported fully in both the quantitative and qualitative 
data, is exhilarating and troubling.  These data suggest an inspiring trend that if healthcare 
providers, coming from resource wealthy settings, have the ability to work in such a challenging 
situation with other providers from different backgrounds but focusing collectively on a simple 
goal—to cure and contain a disease—and then they return to their homes more deeply engaged, 
then we should proffer this opportunity to many learners.  This deep engagement upon return 
can, over time strengthen health systems with a humanistic approach (one that NM practices 
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aspire to) and hopefully a more resilient workforce.  While heartening to think about, this 
argument, to me also reeks of colonialism. 
In many ways, we, living in a resource wealthy nation, have profited from this epidemic 
in West Africa.  Individual providers like myself have been able to return with new and 
challenging perspectives, a new body of understanding with regards to contagion and politics, 
and quite frankly, a bolstered CV.  I do not suggest that the providers who participated in this 
study went into this work as a way to promote themselves, although it is possible.  The 
outcomes, however, of us profiting on many levels because of the suffering of communities often 
considered to be a nameless other is unsettling.  Our educational system and in some aspects, the 
humanitarian system, continues to work from a model of “missions” that I would argue are not 
that different from evangelical missions aimed to convert the thinking of an individual or 
population. 
This is a gross generalization, but the concept a large organization sending individuals to 
“serve” and “do good work” in a zone of conflict or disease, then to return and tell stories of the 
“mission,” leaving behind people who continue to struggle and suffer, provides a large swath of 
grey area in which as much harm as good can be done.  I would hope to find ways, as an 
instructor, as a nurse and as an academic to help provide life-changing experiences for the 
students and colleagues with whom I work; yet, I hope to do so using models that are non-
colonial, non-patriarchal and most importantly, that do not cause harm. 
A participant with extensive international experience made the closing comment in the 
interview, which eloquently serves as a transition into the discussion of where I think this 
research should lead:   
I think there hasn’t been enough amalgamation of all our experiences upon return as ex-
pats with stigma.  I think we need to document that in national healthcare providers, but 
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also those that are returning, you know.  I don’t feel like there’s a project out there that’s 
doing that, and it’s such a unique historical narrative that I feel like it needs to be 
captured before we all forget because I think it carries strong lessons for the next time 
(18). 
 
 Professional Trajectory 
Study Replication for National Health Care Workers 
The data collected for this study contribute to the literature on psychosocial support as a potential 
extension of resilience among expatriate healthcare workers—healthcare workers, mostly from 
resource rich settings.  Work must be done to better understand the psychosocial effects of 
national staff who work in the context of a crisis like EVD.  I hope to investigate appropriate 
methods that will examine the immediate effects of this kind of work (immediate as in a month 
or two following the end of service) as well as the long-term (one year, two years out) for 
national staff health workers in addition to expatriate workers.  A participant in this study stated 
that s/he wished I had run these interviews with providers while they were in quarantine or 
shortly thereafter and I would have possibly gleaned broadly different results.  I would argue that 
a mixed-methods study like this, using a scale culturally validated for a setting, say for rural 
communities in Sierra Leone, would produce drastically different results as compared to the 
work put forth in this dissertation.   
 If we who work in humanitarian response, in development or in any sort of programs that 
employ, lead or train healthcare workers in other settings to do potentially dangerous work, do 
not make efforts to understand the effects of this work on the psyche and on the body, then I 
would argue we are not fulfilling basic ethical standards.  It is one kind of work to provide 
services in a foreign place for a limited amount of time and another thing to live, work and 
maintain community status with in a community facing a dire situation.  There is no concept of 
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“rest and relaxation (R&R)” for national staff workers as seen in the expatriate, humanitarian and 
development settings.   
 There is a moral obligation for NGOs and governmental organizations to support national 
healthcare staff as well as possible.  A study like the one from this dissertation, with ample time 
and funding, could surface pertinent findings that may, in turn, improve the lives of stressed 
national staff professionals.   
 
Further Analysis of Qualitative Data  
There is information within these data that could be beneficial for NGOs better supporting 
expatiate healthcare workers.  There is also nuanced information that could support work on 
stress, professional relationships and public policy work with regards to perceptions on the U.S. 
based quarantine policies.   
 A resounding theme from this work is best summed up with the simple phrase: “If it 
happened again, I would not hesitate to return.”  Many providers, unprompted by the interviewer, 
mentioned that despite all circumstances, organization failures, unprecedented frequency of 
death, lack of supplies and acute risk of life they would go back and do it again.  A fascinating 
study would delve much deeper into this: “Why go in the first place?” 
 These suggested studies would be elements of a broader trajectory I would like to 
embody following the completion of my doctoral work.  First and foremost, I have a sustained 
interest in learning to measure the “hard to measure,” in exploring, holistically the effects, short 
and long-term, of psychosocial interventions which are intended to relieve stress.  Many 
organizations “serve” people who are suffering from disease, poverty, racism, structural violence 
and war.   Extreme bureaucracy at high organizational levels which, in its own right, causes harm 
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and unnecessary death (Banbury, 2016), coupled with individuals in organizations “going rogue” 
or intervening at a small scale, outside of organizational parameters intending to help people can 
cause grave mistrust among community members receiving humanitarian support.  As an 
educator in a resource wealthy country, it is my interest to challenge these aforementioned 
systems by proposing efficient methods on how to study psychosocial interventions, while also 
illuminating nursing, medical and public health students in recognizing the privilege and power 
they propose by studying in a resource wealthy setting.  
 
Narrative Medicine and Theatre  
The work of narrative medicine and theatre provide a unique and abstract window in supporting 
my aspirations.  Self-reflection is essential for both peace of mind and understanding one’s own 
prowess and fallibilities.  By investigating the effects of narrative practices and studying them 
first, in a more ethically safe setting (as in a university in the U.S. for example), I hope to support 
the development of a nascent body of thinking and literature on reflective practice.  The ultimate 
goal of this work is simply to contribute to the improvement of psychosocial and mental health 
interventions for stressed populations while inspiring future healthcare providers to question 
their privilege, understand their power and ultimately help others while causing no harm.   
 
Integrating Camaraderie 
The recurring theme of camaraderie in both studies was not surprising to me that it arose having 
worked with many of the practitioners interviewed in the studies.  Though it is not a narrative 
technique, it appears to be resultant of narrative practices and in many ways appeared to be a 
bridge between narrative practices and stress relief.  It therefore could be a precursor or even 
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indicator of resilience.  I would be interested, as an educator to explore methods by which to 
develop camaraderie among my students in the nursing, medical and theatrical settings.  What is 
more, I would be interested in developing studies that would correlate intensity of camaraderie to 
group decision making, stress relief and management of STS.   
 
Conclusion 
The data collected for this small study provides helpful information to individuals as well as 
organizations that engage in human care in humanitarian settings.  The qualitative data is rich 
with details that could be re-analyzed to address a swath of research questions.  Concepts of 
STS/CS and burnout as related to NM are difficult to grasp but worth the attention.  Assumptions 
around these forms reveal potential associations.  It would be beneficial to employ structured 
NM techniques in a more controlled and ethically appropriate setting, perhaps with a case/control 
study measuring pre-test/post-test scores on the ProQOL 5 scale, or a scale of its liking.  The 
intersections of practice and thought can be some of the most fertile grounds for penetrating 
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Key Informant Interview Questionnaire—Full Interview Guide 
Front-line Ebola responders  
 
Participant #: _________  
 
Demographic Information:  
Location of Service (Region/Country):_________/________  
Professional Role: _________ Length of time practicing this role: __________ years  
Length of time working in Ebola Response: ______________ weeks  
Date of return to U.S. _____________________  
Number of previous humanitarian missions: _______  
 
1) What are some of the things that made you decide to work as a provider during the Ebola 
response?  
 
2) How did working in the Ebola response change your professional practice when you returned 
home?  
 
3) Some who worked in the Ebola response feel satisfied, some dissatisfied, how do you feel 
about the work you did and why do you feel that way?  
 
4) What are some coping mechanisms that you used and use to manage the memories of 
experiences while working in the Ebola response? Please describe what you did while working in 
West Africa as well as after you returned.  
 
5) If you think about your quality of life before you left and since you returned, how is it the 
same or different?  
 
6) You indicated that you used creative means like writing or the visual arts to describe your 
experience. Will you discuss what form you used and why you chose this method of 
communication?  
 
7) Were there any key messages or themes that you wanted to share?  
 
8) You indicated that you used creative means like writing or the visual arts to describe your 
experience. Did you share this work publically or privately with just family and friends? Please 
explain why you shared it the way you did.  
 
9) Will you describe what your process was like when you were creating these descriptions of 
your time working with Ebola patients? 
 
 
 
